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Schnitker, M. T., and McCartney, W. D.: Osteo- 
myelitis of the Skull—Its Treatment with Pen- 
icillin and Repair of the Defect with Tantalum. 
Surgery, 1945, 18: 94. 

Chree cases of acute spreading osteomyelitis of the 
frontal bone are reported. The authors believe that 
penicillin has revolutionized the therapy of osteo- 
myelitis of the skull of sinus origin. Penicillin over- 
comes the infection rapidly, limiting its spread and 
thus permitting early operation with primary 
closure of the wound. Therefore, they use a coronal 
incision and close the wound primarily without 
packing, instead of the classical inverted T-incision 
and open packing of the wound, and avoid a de- 
forming scar of the forehead. The wound is irri- 
gated with penicillin through a catheter left in the 
incision. The penicillin should be regarded as a 
bacteriostatic agent. It limits the spread of in- 
fection and permits early removal of the infecting 
nidus. In a few cases recovery followed the use of 
penicillin alone, usually without sequestration. 

The infection, due to the nonhemolytic staphy- 
lococcus in the first case reported, was well con- 
trolled by penicillin, but could not be eradicated by 
this drug. It was apparently cured on two oc- 
casions but relighted with cessation of the penicillin, 
which had been administered in doses of 240,000 
units daily. A rapid recovery was made after the 
entire skull anterior to the coronal suture was re- 
moved in one piece. A tantalum plate was used to 
repair the resulting frontal defect and was inserted 
seven months after the initial operation. 

The second patient had a frontal osteomyelitis 
due to the aerobic nonhemolytic streptococcus and 
the nonhemolytic staphylococcus albus, which had 
not responded to sulfonamide therapy and _ local 
sinus operations. Twelve days after the onset of the 
penicillin therapy—200,0co units being given 
daily—the infection was apparently controlled 
and the entire osteomyelitic area was removed 
through a coronal incision iri one piece. The defect 
was repaired with a tantalum plate inserted six 
months later. 


HEAD AND NECK 


In the third patient a frontal osteomyelitis was 
controlled by prolonged penicillin therapy and 
radical external frontal sinusotomy. In this case 
there was evidence of a mass lesion involving the 
left frontal lobe. Repeated exploration of this area 
with the needle was negative and it was concluded 
that edema of the brain underlying the osteomye- 
litis was the cause of the symptoms of brain abscess. 

The method of prefabricating the tantalum plate 
is given in detail and differs but slightly from 
methods previously reported. 

HENRY A. SHENKIN, M.D. 


EYE 


Terry, T. L.: Ocular Maldevelopment. J. Ani. MV. 
Ass., 1945, 128: 582. 

Over 10 per cent of the infants born very prema- 
turely, weighing 3 pounds or less at birth, can be ex- 
pected to be blind from retrolental fibroplasia. If 
this percentage remains, at least 600 cases will occur 
annually and increase the blind census materially. 

The typical characteristics of the disease are 
opaque vascularized membrane behind the lens, 
microphthalmia, shallow anterior chambers, fetal- 
blue color of the iris, thin ciliary processes in front of 
the opaque tissue, searching nystagmus, apparent 
photophobia, persistent hyaloid artery, and often 
retinal separation. 

The basis of the disease lies in the presence of a 
functioning hyaloid artery and tunica vasculosa 
lentis system in all infants born even three or four 
weeks prematurely. 

Probable causes of the disease are intraocular in- 
flammation, precocious exposure to light, precocious 
closure of the ductus arteriosus and the foramen 
ovale, an increase or decrease of oxygen in the blood, 
the lower temperature of the premature infants in 
the incubator in contrast to intrauterine fetal tem- 
perature, the lack of adult maternal endocrine 
environment, the precocious elevation of the blood 
pressure, complications arising from the differences 
in the Rh factor in the mother and infant, the in- 
ability of the infant to digest and assimilate food 
including vitamins, trauma or intraocular inflam- 
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mation or infection, physiological anemia of pre- 
maturity, changes in the blood such as the premature 
establishment of the characteristic blood group and, 
finally, the causes of the prematurity itself. 

Of all the probable causes listed, precocious ex- 
posure to light is considered the most tenable, and 
preventive measures should be taken. 

For prevention, mydriatics and miotics could be 
used, but if these are considered too drastic the in- 
fants should be kept in a dark room with a red light 
and the eyes covered adequately during examina- 
tions and nursing care. 

Treatment consists in preventing the most com- 
mon complications of glaucoma and _ posterior 
synechia by the use of miotics and mydriatics. 
Surgical and radiation therapy have proved unsuc- 
cessful. A surgical attempt, however, to establish 
a new vascularization of the ciliary body with the 
episclera is being done with some beneficial results. 

Hunter H Romarne, M.D. 


Perera, C. A.: Sympathetic Ophthalmia. Am. J. 
Ophth., 1945, 28: 581. 


This rare combined condition, sympathetic oph- 
thalmia, occurred in a woman seventy years of age 
who presented a “‘growth” in her left eye, which had 
had poor vision as a result of keratitis since the age 
of eighteen years. History revealed that the patient 
had struck her left temple eight weeks previously. 
Four weeks after the injury the vision of her right 
eye began to fail. Eight weeks after her fall the right 
eye presented a plastic exudate in the anterior cham- 
ber, posterior synechiae, and a cloudy vitreous, and 
the patient could see hand movements only. The 
left eye presented a central corneal opacity, a mass 
of inflamed prolapsed iris beneath the bulbar con- 
junctiva in the lower nasal quadrant, a yellowish 
rounded subconjunctival mass above the dislodged 
iris, and normal tension, and only light perception 
was possible. 

The condition was diagnosed as a subconjunctival 
rupture of the left globe, subconjunctival dislocation 
of the lens and iris of the left eye, and sympathetic 
ophthalmia. 

A brief survey of sympathetic ophthalmia is pre- 
sented and its incidence, its rare occurrence after 
subconjunctival rupture of the eyeball, its etiology, 
and its pathological findings are discussed. 

Of 18 cases reported in the literature only 8 were 
proved to be pathological examples of sympathetic 
ophthalmia following subconjunctival rupture of the 
eyeball, but 10 were considered valid enough to be 
included in the series. 

It is pointed out that the possibility of the pres- 
ence of a minute conjunctival wound in these cases 
cannot be eliminated. JosHua ZucKERMAN, M.D. 
McGregor, I. S.: Segmental Movement of the 

Pupil. Brit. M.J., 1945, 1: 629. 

The undulate contraction of the pupil border is 
compared with a single segmental and double syn- 
chronous movement of the pupil. Investigation 


indicated that the segmental movement was in- 
valuable as a localizing sign. It is a fibrillation of the 
pupil resulting from impaired integrity of the ner- 
vous arc of the sphincter pupillae occurring at any 
part of the arc. Hunter H. Romarne, M.D. 


Zondek, H., and Ticho, A.: So-Called Thyrotropic 
Exophthalmos. Brit. M.J., 1945, 6: 836. 


A few differentiating features between thyrotropic 
and thyrotoxic exophthalmos are presented: 

1. Thyrotropic exophthalmos occurs in males 
mainly, while thyrotoxic exophthalmos is found in 
both sexes. 

2. A higher degree of proptosis is found in the 
former condition, but in the latter proptosis is not 
so marked except when the condition is malignant. 

3. Thyrotropic exophthalmos is associated with 
pain, epiphora, photophobia, diplopia and poor con- 
vergence, but these symptoms are usually absent in 
thyrotoxic exophthalmos. 

4. The eyeball cannot be pushed back into the 
orbit in the former condition but it can be pushed 
into orbit in the latter condition. 

5. Pressing the eyeball into the orbit is associated 
with pain in thyrotropic exophthalmos but not in 
thyrotoxic exophthalmos. 

6. The thyrotropic hormone in the serum is ab- 
normally high in the first named condition, but low 
in the latter. 

Three cases of thyrotropic exophthalmos are 
presented. Two cases of extreme exophthalmos as- 
sociated with mild hyperthyroidism revealed decal- 
cification of the bones of the skull and enlargement 
of the sella turcica which indicated a pituitary-dien- 
cephalic disorder. Both cases had diabetic glucose- 
tolerance curves. An abnormally high blood choles- 
terol in 2 of the cases ruled out pure hyperthy- 
roidism. 

All 3 cases responded to di-iodo-tyrosine (200 mgm. 
a day for 10 days and repeated if necessary). One 
case, in which postoperative exacerbation of the ex- 
ophthalmos occurred, showed improvement with di- 
iodo-tyrosine in combination with pituitary irra- 
diation. JosHua ZuCKERMAN, M.D. 


Maumeneeg, A. E., Hayes, G. S., and Hartman, T. 
L.: Epidemic and Herpetic Keratoconjuncti- 
vitis. Am. J. Ophth., 1945, 28: 823. 


In an investigation of 31 cases of suspected epi- 
demic keratoconjunctivitis studied at Johns Hop- 
kins Hospital, Baltimore, Maryland, cultures re- 
sulted in the discovery of a virus in only 6 cases. 
In 1 of these cases the virus resembled that isolated 
and described by Sanders; in the 5 other cases it 
appeared more like the virus of herpes simplex. 
There was noted a marked similarity between the 
herpes virus and the virus of epidemic keratocon- 
junctivitis both as to the clinical picture produced 
and the immunological reactions. 

Since epidemic keratoconjunctivitis seems to 
occur in highly epidemic form with very few den- 
dritic lesions and the animals completely immune 
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to herpes are killed by intracerebral injections of the 
‘‘E.K.’’ virus, and because the ‘‘E.K.’’ virus is 
smaller than the herpes virus, it is concluded that 
the two are closely related but not identical. In- 
tranuclear inclusion bodies were produced in the 
corneal epithelium by both the herpes virus and the 
virus of epidemic keratoconjunctivitis. 

It is noted that specific therapy does not exist for 
either form of keratitis, the use of convalescent 
serum not always being practical or satisfactory. 
Methylene-blue therapy appears to be of some 
value in the early stages and its use is advocated. 
Since methylene blue retards cell migration it 
should not be used oftener than every two hours for 
a period of not longer than four or five days. 

WILLIAM A. Mann, M.D. 


Bhaduri, B. N.: Hereditary Optic Atrophy. Calcutta 
iM. J, FQG5, 42: 1. 


The author described bilateral partial deafness 
associated with Leber’s type of optic atrophy. The 
eye symptoms differ little from the clinical picture 
described for Leber’s type of optic atrophy. No 
further estimation of the deafness was made other 
than that it was partial in nature. The onset of 
symptoms occurs at the age of fourteen or fifteen 
years. The condition affects primarily the male 
members of a family and is selective in nature. A 
common germ-plasm defect is suggested by the 
author as the possible cause. 

Hunter H. Romarne, M.D. 


Kirby, D. B.: Enucleation of the Eyeball; Practical 
Suggestions for Obtaining Satisfactory Cos- 
metic Results. Arch. Opth., Chic., 1945, 34: 1. 


Conditions of the eye requiring enucleation usu- 
ally do not permit of palliative procedures. In the 
presence of absolute glaucoma with no vision re- 
maining and a sound or partially sighted fellow eye, 
it is unwise to hazard a procedure which may en- 
danger the fellow eye with the production of 
sympathetic ophthalmia. Filtering operations, cy- 
clodiathermy, cyclectomy, and other procedures, 
such as opticocilioneurotomy, are not without 
danger in such a situation. If the patient fully 
understands the situation, he will more readily and 
gracefully submit to the safer operation. 

In cases in which extension of the neoplasm has 
taken place and this is known prior to enucleation, 
or is discovered at the time of operation, it may be 
necessary to revise the plan of enucleation and pro- 
ceed with evisceration of the contents of the orbit. 
Immediate grafting of epidermis on the denuded 
walls and remnants of the contents of the orbit may 
be done, with prospects of a complete take on bone, 
periosteum, and fat if correct apposition of the graft 
to the underlying bed is secured by a proper pressure 
dressing. 

If there have been extensive injury of the soft 
tissues of the orbit and loss of muscle, fat, fascia, with 
the production of scar tissue, the socket may need 
restoration in part or in full after the enucleation. 
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Fig. 1. Insertion of oo00, ten day chromic surgical 
gut sutures, double-armed, from within out in diagonal 
positions, thus preparing for a double mattress overlap 
of Tenon’s capsule over the implant. Note that the four 
rectus muscles are not included in the sutures. They 
retract somewhat but retain their function because of 
their attachments to the investing sheaths of Tenon’s 
capsule. 


As to the technique, local or general anesthesia 
may be used. The pericorneal incision of the con- 
junctiva is made and the rectus muscle tendons are 
sectioned. In this dissection, careful observations 
are made for any extension of the neoplasm or for 
any staphylomatous protrusion in cases of trauma or 
perforation. Now the globe may be moderately 
prolapsed in one of several ways, preferably, in the 
author’s experience, with two small angulated 
scleral hooks (one under the stump of the external 
rectus tendon and the other under the stump of the 
internal rectus tendon). There is no danger of in- 
jury of the nerve posterior to the foramen if proper 
care is exercised. Curved enucleation scissors are 
slipped behind the globe from the nasal side, and the 
optic nerve, which is placed under moderate tension 
by prolapse of the globe, is palpated with the blades 
of the closed scissors. It can easily be felt. The 
nasal side is chosen because the nerve runs at an 
angle from the apex of the orbit, which is nasalward, 
and can easily be straddled just behind the globe. 
Then the blades of the scissors are slipped backward 
toward the apex of the orbit, and the nerve is cut at a 
satisfactory distance behind the globe to avoid in- 
traneural extension of any neoplasm or any deep 
cupping of the nerve head, as in case of glaucoma or 
posterior staphyloma. Complete removal of the 
globe is effected by cutting the attachments of the 
superior and inferior oblique muscles and of the 
tissue which is adherent to the globe posteriorly. 
Hemorrhage which occurs after the nerve is cut with 
the scissors can be controlled and has not proved to 
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be a serious factor. In simple enucleation the in- 
cision may be closed with a simple purse-string 
suture of the conjunctiva. If the conjunctiva is 
freed from the anterior portions of Tenon’s cap- 
sule the incision can be closed later with a buried 
purse-string suture of surgical gut (either plain or 
oooo, ten-day chromic), and then the conjunctiva 
closed separately with interrupted sutures of plain 
surgical gut. 

Satisfactory results may be obtained by immedi- 
ate implantation of a spherical body into Tenon’s 
capsule. Many different shapes and materials, 
organic and inorganic, have been suggested for this 
implantation, but the hollow gold ball has stood the 
test of time. An irregular shape is no better than a 
smooth sphere. The size should not be over 18 mm., 
even when an eye enlarged by disease has been re- 
moved. One which is too large is apt to be worse 
than none at all. The globe having been removed as 
previously described, dissection of the conjunctiva 
from Tenon’s capsule is performed. It should be 
noted that this dissection is not performed directly 
after the pericorneal incision of the conjunctiva is 
made. This dissection should never be done twice, 
and less operative trauma is experienced if the dis- 
section is made later. Four zero, ten-day chromic 
gut sutures, double-armed with atraumatic needles, 
are used. The portions of Tenon’s capsule found in 
the four oblique positions, between the four rectus 
muscles, are selected for the double-overlapping 
procedure, which simply and satisfactorily serves to 
secure the implant in Tenon’s capsule-muscles. 
Insertion of the implant may be done with or with- 
out a special instrument. Care must be exercised 
not to include the tarso-orbital fascia in the sutures. 
This structure may be recognized as a white, rather 
dense tissue. If it is included and brought forward, 
considerable reduction of motility will result. A 
single-armed plain gut suture with an atraumatic 
needle is excellent for closing the conjunctiva. A 
mattress suture slightly everting the conjunctiva 
horizontally is used in interrupted fashion. Three or 
four such sutures usually close the conjunctival in- 
cision efficiently. JosepH K. Narat, M.D. 


EAR 


Raiford, M. B.: Penicillin Therapy in Otitis Ex- 
terna. Virginia M. Month., 1945, 72: 258. 


The organism in otitis externa is usually the 
staphylococcus pyogenes. In 18 of 62 cases reported, 
otomycosis of the aspergillus type existed with the 
staphylococcus as a secondary organism. Former 
methods of treatment consisted in the administra- 
tion of cresatin and 1 per cent thymol for the cases 
of otomycosis, and of sulfathiazole ointment, cotton 
tampons and dry heat for the furunculosis. 

For comparison 9 cases have been treated with 
penicillin. A combination of local treatment and in- 
tramuscular injection was used. After cleaning the 
ear a cotton wick was inserted and penicillin dropped 
in every two hours. An intramuscular injection of 


20,000 units was given also, every three hours for 
about two days. On the basis of these 9 cases the 
author reports a striking decrease in the severity of 
the infection and the duration of the illness 

Joun R, Lrnpsay, M.D. 


Rachlis, B.: The Barany and Galvanic Tests; Their 
Value in the Diagnosis of Labyrinthine and 
Intracranial Disease in the Presence of Sup- 
purative Otitis Media. Arch. Otolar., Chic., 1945, 
41: 422. 

The author presents 3 cases in which the vestibu- 
lar tests were of distinct aid in establishing a neuro- 
tological diagnosis in the face of conflicting neuro- 
logical signs and symptoms, and 1 instructive case 
of tumor of the cerebellopontile angle in which the 
vestibular findings were suggestive of the lesion but, 
unfortunately, were misinterpreted. 

The cases are described in detail and each presen 
tation is commented upon. Among the conclusions 
reached are the following: 

The Barany tests are merely an adjunct to oto- 
logical, neurological, and neurosurgical diagnosis 
They are not infallible, and are by no means finally 
diagnostic; they have their limitations partly be- 
cause of the lack of complete knowledge of the neuro- 
anatomic pathways and partly because of an occa- 
sional error on the part of the examiner in making 
his observations or in interpreting the results, par- 
ticularly in confusing atypical cases. 

When the results of the Barany tests are definitely 
positive or definitely negative, they are of great 
value and are highly significant in differentiating 
between a peripheral and a central lesion and be- 
tween an infratentorial and a supratentorial lesion, 
as well as in establishing the diagnosis of a lesion of 
the cerebellopontile angle. 

A final otological, neurological, and neurosurgi- 
cal diagnosis, however, should be made only after a 
careful recording of the history, complete physica! 
examination, roentgen examination, and neurologi- 
cal examination with a study of the eyegrounds, in 
addition to the Barany tests. 

One cannot condemn the B4rany tests because 
they are not definitely diagnostic in every case 
Atypical and confusing neurologicaland neurosurgical 
cases cannot be definitely diagnosed unless all other 
available studies have been made. 

The results of the B4rAny tests in the presence of 
an intracranial lesion occurring with degenerative 
labyrinthitis, or with degenerative vestibular neuri- 
tis, would be misleading since the peripheral station 
or the intermediate pathway would be blocked and a 
correct interpretation of the findings would be im- 
possible. 

The galvanic tests, though at best only qualita- 
tive, are of definite usefulness in neurotology in 
cases in which the B4rany tests cannot be used, and 
in which it becomes necessary to differentiate be- 
tween a labyrinthine and a retrolabyrinthine lesion 
when the B4rAny tests fail to elicit vestibular 
responses. Joun F. Detrn, M.D. 
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Johnson, L. F., Weinstein, L., and Spence, P. S., 
Jr.: Penicillin and Primary Suture in the 
Treatment of Acute Surgical Mastoiditis. Arch. 
Otolar., Chic., 1945, 41: 408. 


Twenty-three patients with suppurative mastoidi- 
tis following scarlet fever and measles were treated 
by simple mastoidectomy and the local application 
of penicillin in the mastoid cavity. Of these, 17 
showed complete cure after one course of treatment, 
while 6 remained well after a second course of peni- 
cillin. The recommended dose of the drug is 10,000 
units every eight hours for four days. 

Local application of penicillin in the mastoid cav- 
ity through a ureteral catheter after mastoidectomy 
appears to be a feasible and practical procedure. 
When this drug is given in proper dosage, healing of 
the postaural wound and a dry external auditory 
canal usually are present on the fifth postoperative 
day. In cases in which aural discharge recurs, rein- 
sertion of the catheter and reinjection of penicillin 
for an appropriate period of time produce complete 
clearing of the discharge. Local treatment with pen- 
icillin seems preferable to use of sulfonamide com- 
pounds for infections caused by the staphylococcus 
aureus, hemolytic streptococcus, and other organ- 
isms susceptible to the antibiotic agent because of 
the absence of any harmful toxic effects, the slight 
risk of sensitization, and the increased speed of 
healing. Joun F. Detpn, M.D. 


MOUTH 


Furstenberg, A. C., and Crosby, E.: Disturbance of 
the Function of the Salivary Glands. Ann. 
Otol. Rhinol., 1945, 54: 243- 

Dysfunction of the salivary glands may be one of 
the important manifestations of a nervous depres- 
sion. The diagnosis offers no great difficulty to the 
otolaryngologist, although a satisfactory response 
to his therapeutic methods is sometimes unobtain- 
able. He must exercise great caution in not doing 
or saying something that will crystallize the pa- 
tient’s symptoms and thus render him extremely 
refractory to subsequent neuropsychiatric care. 
When one poses an explanation for the individual’s 
ills and predicts successful results from treatment 
which he proposes to institute, there is always the 
risk of a therapeutic failure and indissoluble cry- 
stallization of the patient’s symptoms. 

There are instances when a dysfunction of the 
salivary glands is the result of end-organ lesions of 
the peripheral secretory nerves. This fact seems to 
have been substantiated by a production of normal 
salivary flow when pilocarpine is administered. 
The effect of the drug is augmented by the simul- 
taneous ingestion of the acid-forming salt ammonium 
chloride. The institution of this treatment for a 
period of from three to six weeks has been followed 
in some patients by a return to normal salivation. 
The exact mechanism by which this result is brought 
about is not clearly understood; either cellular 
regeneration occurs spontaneously or medicamen- 
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tous stimulation of the salivary glands may favor 
an adjustment to normal function. 

Organic lesions of the central nervous system 
may produce a dysfunction of the salivary gland, 
but they are associated conspicuously with paral- 
ysis of other cranial nerves. The scant attention 
given to the anatomy and pathological physiology 
of the central pathways of the secretory nerves in 
the past and our academic interest in this subject 
are justification, perhaps, for this endeavor by the 
authors to correlate our present knowledge of the 
anatomy with the function of these pathways. 

Noa D. Fasricant, M.D. 


Shallenberger, P. L., Denny, E. R., and Pyle, H. D.: 
Penicillin in Vincent’s Angina. J. Am. M. Ass., 
1945, 128: 706. 


A clinical study demonstrated that penicillin is a 
remarkably effective agent in the treatment of Vin- 
cent’s infection. The efficacy of penicillin in Vin- 
cent’s angina is of importance not only because of 
special sensitivity of Vincent’s spirilla and the fusi- 
form bacillus, but also because penicillin is more 
rapidly effective than the methods heretofore ad- 
vocated. A favorable response was obtained in all 
cases treated locally. The only bacteriological failure 
occurred in a patient in whom organisms of Vincent’s 
persisted even after eleven days of local treatment, 
although the patient was clinically cured on the 
fourth day of treatment. 

In 1 case the effect was dramatic in that the sub- 
jective symptom of pain had left within six hours 
after the start of intramuscular treatment. The fact 
that symptoms left within six hours after the onset 
of therapy and that the hourly quantitative bac- 
terial study showed a rapid disappearance of the 
Vincent’s organisms while 15,000 units of penicillin 
were being given intramuscularly every three hours 
for eight doses suggests that this is a rapidly effec- 
tive method of treatment of Vincent’s angina. The 
duration of hospitalization was much reduced by 
this method of treatment when compared with sulfa- 
diazine lozenges, hydrogen peroxide and sodium 
perborate, chromic acid and silver nitrate, and oxo- 
phenarsine hydrochloride therapy. 

The topical application of penicillin in a concen- 
tration of 500 units per cubic centimeter four times 
daily is completely and rapidly effective as the 
therapeutic procedure in the treatment of Vincent’s 
infection. Asa result of a detailed study of 1 patient 
during the administration of 15,000 units every 
three hours for eight doses it is suggested that this 
method of treatment warrants extended trial. 

CHaArRLEs Baron, M.D. 


NECK 


Gaines, T. R., and Hatcher, M. B.: Penicillin in the 
Treatment of Patients with Deep Infections of 
the Neck. Arch. Otolar., Chic., 1945, 42:1. 


Gaines and Hatcher believe penicillin will prove 
a most valuable agent in the treatment of patients 
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with deep infections of the neck. They enumerate 
their experiences with 4 patients with such infec- 
tions— 2 with Ludwig’s angina and 2 with pharyngo- 
maxillary abscess—all of whom were treated with 
penicillin. Only 1 patient was operated on, but 
operation was done before the administration of 
pencillin began. All of the patients were seriously 
ill and their conditions were well defined clinically; 
all recovered. Noau D. Fasricant, M.D. 


Dickinson, A. M., and Traver, C. A.: Carotid- 
Body Tumors. Review of the Literature with a 
Report of 2 Cases. Am. J. Surg., 1945, 69: 9. 


The authors review the literature on carotid-body 
tumors and report 2 of their personal cases. 

The condition is described as one of middle life 
occurring most often between the ages of twenty and 
sixty years. It is usually unilateral and occurs with 
equal frequency in both sexes. Bilateral tumors have 
been described. Most cases are encountered by the 
surgeon after a growth period of from six to seven 
years, and although growth is slow many of the tumors 
have encircled the carotid vessels or undergone ma- 
lignant change before operation. Approximately from 
15 to 20 per cent are considered malignant. 

The symptoms and signs include a swelling in the 
neck at the level of the carotid bifurcation, a trans- 
mitted pulse, attacks of faintness associated with hy- 
potension, hoarseness (if the vagus or recurrent la- 
ryngeal nerve is involved), and occasionally Horner’s 
syndrome. The differential diagnosis should include 
chronic lymphadenitis, lymphomas, branchial cysts, 
branchiogenic and metastatic carcinoma, aneurysm, 
and aberrant thyroid nodules. 

Treatment, which consists of excision, necessitates 
the ligation or excision of the carotid artery in about 
50 per cent of the cases. Such a procedure results in 
death in about 30 per cent of the cases and 50 per 
cent of the survivals have permanent brain damage. 
The phrenic, vagus, hypoglossal, and recurrent la- 
ryngeal nerves are often locally involved and may be 
injured at operation. 

The tumors are usually well encapsulated unless 
malignant, and consist of epithelioid cells in com- 
pact masses or in alveolar arrangement, closely asso- 
ciated with vascular spaces. Endothelial and peri- 
thelial cells are prominent. Nerve fibers, ganglion 
cells, and giant cells may be found. 

Two cases are reported and in both of these liga- 
tion of the carotid artery was eventually necessary. 


Local recurrence was noted in 1 case three and one- 
half years after the primary operation. A second ex- 
cision was done and no recurrence was noted in the 
ensuing eleven years. In both cases permanent local 
nerve damage occurred. ORLAND B. Scott, M.D. 


Gatewood, E. T.: A Simple and Practical Procedure 
for Developing Esophageal Voice in the Laryn- 
gectomized Patient. Ann. Otol. Rhinol., 1945, 
54: 322. 

As total extirpation of the larynx is being per- 
formed more often, it becomes necessary for the 
laryngologist to interest himself in esophageal 
speech. The immediate training and production of 
a pseudovoice in a laryngectomized person is now 
recognized as an integral part of the management of 
this disease, and the patient should not be com- 
pletely dismissed until every possibility of his ac- 
quiring a new speech has been exhausted. The 
artificial larynx is serving a good purpose in many 
instances, but when considered in conjunction with 
esophageal speech, it has numerous disadvantages. 
There are several factors which influence the de- 
velopment of the esophageal voice: (1) the will of 
the patient to learn, and (2) the encouragement and 
confidence that may be imparted to the patient by 
one who has had a like operation and has acquired 
a satisfactory voice. 

It occurred to the author that if air could be 
piped below the ‘‘ would-be’’ glottis it might aid the 
patient in forming an air column with sufficient 
pressure to induce glottic vibrations. Muscular co- 
ordination could then be induced by vocal gym- 
nastics. In order to do this a small semiflexible 
catheter is inserted through the nose into the 
esophagus with the distal end resting in the upper 
third of the esophagus. The catheter is then 
anchored to the tip of the nose for placement. By 
attaching a bulb to the proximal end, air is fur- 
nished the esophagus by gentle pressure. 

The most perfect pseudovoice is usually ex- 
hibited by those who develop the habit of very 
frequently inspirating small quantities of air into 
the esophagus between their words or sentences 
with no obvious effort. They often attain a fine 
degree of modulation and frequently a range of from 
one to one and a half octaves. Patients who can 
acquire such a voice may return to their former 
station in life with a certain degrce of satisfaction 

Noau D. Fasricant, M.D. 
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SURGERY OF THE 


PERIPHERAL NERVES 


Pollock, L. J., Golseth, J. G., Arieff, A. J., Sherman, 
I. C., Schiller, M. A., and Tigay, E. L.: The 
Reaction of Degeneration in Electrodiagnosis 
of Experimental Peripheral Nerve Lesions. I ar 
Med., Chic., 1945, 7: 275. 

In these days of many peripheral nerve injuries, 
the prognosis is of particular importance, especially 
if a poor result is anticipated. Other methods of 
treatment may be instituted before too much time 
has been allowed to elapse. The reaction of de- 
generation consists of a group of electrical responses 
in damaged nerve and denervated muscle as first 
described by Erb. A great deal more work has been 
done on the electrical characteristics of peripheral 
nerve injuries, but little advance has been made 
since the original investigator recorded his findings. 

This study was carried out on cats with prescribed 
peripheral nerve injuries in order to compare the 
data with those obtained in human subjects. These 
highly specialized experiments were carried out at 
Northwestern University, Chicago, where a great 
deal of work has already been done on peripheral 
nerve injuries and electrical nerve phenomena of 
various kinds. 

Erb’s description of the reaction of degeneration 
was confirmed, and faradic stimulation was found to 
be effective throughout degeneration if sufficient 
amperage was used; however, this amperage may not 
be bearable to the subject. The galvanic responses 
were as expected; the degenerated muscle was hyper- 
irritable to this current; the muscle relaxed slug- 
gishly after contraction, the tetanus-producing 
current ratio between amperage and rheobase was 
reduced to unity, and the anodal closing current 
was found to be as effective as the cathodal closing 
current. The most important conclusions reached, 
however, were those concerned with recovery. * The 
unequivocal signs of recovery were a sudden in- 
crease in rheobase, an increase of ratio between 
amperage and rheobase in a tetanus-producing cur- 
rent, and an increased efficiency of the cathodal 
closing current. The sudden increase in rheobase 
occurs a long time, i.e., many weeks, before the re- 
covery of motion and sensation in man. The other 
electrical signs of recovery also antedate the clinical 
signs of recovery. 

Electrotherapy has no effect on the response of 
muscles to electrical stimuli. 

ADRIEN VERBRUGGHEN, M.D. 


Parkes, A. R.: Traumatic Ischemia of the Peripheral 
Nerves, with Some Observations on Volkmann’s 
Ischemic Contracture. Brit. J. Surg., 1945, 32: 
403. 

Peripheral nerve lesions have been known to occur 
in an injured limb when there was no direct injury to 
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the nervous tissue. In this article by the surgeon in 
charge of peripheral nerve injuries, Scottish E.M.S., 
15 of such cases are described in some detail with 
adequate diagrams. 

On the clinical side there were certain features 
common to all: 

1. A history of injury to the limb followed by 
gross swelling or other signs of severe circulatory 
disturbance 

2. Evidence of disturbance of function, generally 
amounting to complete paralysis, in all the deep 
nerve trunks of the affected part 

3. Sensory loss was generally more obvious than 
motor paralysis and, unless the nerves were ‘“‘con- 
cussed” by the initial injury, the anesthesia was of 
gradual onset, commencing in the digits and spread- 
ing centripetally. It was frequently of the “stock- 
ing” or “glove” type, and was sometimes thought to 
be “hysterical” 

4. At times there was some dissociation between 
various forms of sensation, especially during the 
early stages and during recovery, e.g., light touch 
sensation and joint sense were more likely to be lost 
than sensation to pinprick. A delayed response to 
pinprick was a notable feature in most cases at sor. 
stage 

5. Motor loss, when present, was frequently con- 
fined to the intrinsic muscles of the hand or foot, 
although it may affect some of the more proximal 
muscles 

6. Muscle contractures were frequently present 
in the later stages, but they were usually of mild 
degree and seldom of the true Volkmann type 

7. Spontaneous recovery occurred in most cases 
but, apart from that which may have occurred dur- 
ing the first few weeks after injury, it was very slow 
and was dependent upon nerve regeneration 

From the etiological standpoint various factors or 
veins were considered: 

1. Direct mechanical injury to the nerve-trunks 

2. Involvement of the nerve trunks in scar tissue 
or callus 

3. Peripheral nerve endings affected by cir- 
culatory disturbance 

4. Traumatic arterial spasm (or arterial ligation) 

5. Pressure beneath the deep fascia due to extrav- 
asation of blood and tissue fluids, causing ischemia 
of the nerve trunks 

It is of interest that besides the nerve injuries 
described in these 15 cases, fairly definite evidence 
of Volkmann’s ischemic contracture was found in 5 
cases, but in none of these were the muscles in the 
forearm involved; the muscles involved were the 
flexor hallucis longus, biceps brachii, anterior tibial 
group, triceps, and the interossei of the hand. It 
was believed that the contracture was due to dep- 
rivation of the arterial blood supply resulting from 
traumatic arterial spasm. However, this arterial 
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spasm was not thought to be the only cause of the 
ischemic degeneration in the nerve trunks, for the 
only way in which this could happen would be by 
extension of the arterial spasm to the regional vasa 
nervorum. Lewis and others showed that a pressure 
as low as from 60 to 70 mm. Hg was sufficient to 
block conduction in the nerve trunks and that this 
block was due to ischemia. In most of the cases 
under discussion there was a history of gross swell- 
ing of the limb and a delayed appearance of a per- 
ipheral nerve injury; further, the nerves lying 
outside of the deep fascia of the limb often escaped, 
which suggested that the pressure of fluid exudate 
and extravasated blood beneath the fascia produced 
conditions similar to those in Lewis’ experiments. 
It was suggested that the pressure beneath the deep 
fascia plus the general anoxia of the limb, plus pos- 
sible thrombosis in the veins and capillaries of the 
nerves, all involving a considerable length of the 
trunks, was sufficient to abolish conduction and to 
produce the clinical picture described. This may be 
obscured by mechanical direct injury to one or more 
nerves. 

Recovery was slow and dependent on regenera- 
tion. Treatment consisted of forcing a collateral 
circulation by heating the unaffected limbs, oxygen 
therapy, the injection of antispasmodics such as 
papaverine, paravertebral and intrathecal injections 
of novocain, periarterial sympathectomy, and pos- 
sibly arteriectomy. The use of closed plaster in the 
presence of swelling was regarded as particularly 
dangerous. 

The anatomical nomenclature employed may 
create some confusion unless the reader has recourse 
to a glossary of the various names given to the 
nerves of the leg and foot. 

ADRIEN VERBRUGGHEN, M.D. 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Kremer, M., Phillips, C. G., and Stanier, M. W.: 
The Distribution of Sulfamezathine in the 
Body Fluids; the Relation to Cranial Injuries. 
Lancet, Lond., 1945, 248: 496. 


The sulfa drugs, and especially sulfadiazine, are 
relied upon to a great extent to control intracranial 
infection. In recent years sulfadiazine has been used 
largely in controlling the infection likely to follow 
penetration of the dura by missiles or by compound 
fractures. The reason for this is that, except for 
sulfanilamide, sulfadiazine reaches the cerebro- 
spinal fluid in the highest concentration, the cere- 
brospinal-fluid level being between 60 and 80 per cent 
of that of the blood level. However, in the high 
blood and spinal-fluid concentrations necessary for 
effective therapy, crystallization is apt to occur in the 
urinary tract with hematuria, renal colic, oliguria, 
and even suppression of the urine with uremia. The 
tendency toward crystallization is accentuated by 
the occasional necessity of dehydrating the patient. 
Monomethyl-sulfadiazine and _ dimethyl-sulfadia- 


zine have been tried with regard to this tendency to 
interfere with the urinary tract. 

This article concerns dimethyl-sulfadiazine, which 
is known as sulfamezathine. This drug has much 
less tendency to crystallize in the urinary tract, 
whether the urine be strongly acid or strongly alka- 
line. By control experiments of the drug with regard 
to its dosages and concentrations in the blood and 
spinal fluid, the conclusion was reached that a con- 
centration of more than from ro to 15 mgm. per 100 
c.c. in the spinal fluid is not maintainable. By 
analogy with sulfadiazine, these spinal-fluid levels 
are not likely to be therapeutically effective. 

ADRIEN VERBRUGGHEN, M.D. 


Givner, I.: Ophthalmological Features of Intra- 
cranial Chordoma and Allied Tumors of the 
Clivus. Arch. Opth., Chic., 1945, 33: 397- 


Chordomas are tumors of the primitive notochord 
and therefore theoretically capable of appearing 
anywhere in the length of the vertebral column 
The most common situation is in the sacrococcygeal 
region but there is also an interesting group arising 
at the cranial end of the vertebral axis. Here the 
remains of the chorda dorsalis are found especially 
in the basilar plate at the spheno-occipital junction 
or clivus. Less than 1oo such tumors have been re- 
ported to date. 

The symptoms are headache, visual disturbance, 
nasal obstruction, and pain in the neck. There is a 
tendency for the cranial nerves to be involved 
particularly on one side even though the tumors 
arise in the midline under the pons. Field defects 
may be due to involvement of the optic chiasm, and 
choked discs or optic atrophy may occur. Ophthal 
moplegias of varying extent were found according to 
the involvement of the third, fourth, and sixth 
nerves. The seventh or facial nerve was always 
involved with the sixth. Compression of the brain 
stem at the pons or at the medulla near the foramen 
magnum led to hemiparesis in some cases. Pain in 
the neck was caused by low-lying tumors interfering 
with the upper cervical nerves. 

From the roentgen standpoint a characteristic 
V-shaped notch may be found in the basilar plate 
A ventriculogram may show elevation of the third 
ventricle. Two cases of this condition are ade- 
quately reported. Complete removal of the tumors 
is rarely possible. ADRIEN VERBRUGGHEN, M.D. 


Houseal, R. W., and Gerbasi, M. J.: A Report of 93 
Cases of Meningococcus Infection Admitted 
to Station Hospital, Camp Butner, North 
Carolina (from November, 1942, to September 
1, 1943.) N. York State J. M., 1945, 45: 1,329. 


The authors report a series of 93 cases of menin- 
gococcus infection, and discuss the clinical picture 
and the treatment of these cases. 

They point out that during World War I there 
were 4,831 cases of meningococcal meningitis ad- 
mitted to United States Army Hospitals with 1,836 
deaths, a mortality rate of 38 per cent. 
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SURGERY OF THE 


At the present time a mortality rate of less than 5 
per cent is prevalent. 

Some of the patients presented very mild symp- 
toms, and the diagnosis was difficult without careful 
observation. Others with more severe or fulminating 
conditions presented no difficulty upon clinical ex- 
amination or verification by spinal puncture. 

The various symptoms and signs, and an outline of 
the measures taken in this Hospital to prevent late 
diagnosis were reviewed. 

The patients were treated with sulfadiazine and 
sulfanilamide if blood appeared in the urine. Daily 
nonprotein-nitrogen studies were made and when 
there was an elevation of the level of this factor, sulfa 
drugs were discontinued. Meningococcus antitoxin 
was also used in addition to the sulfa drugs and this 
was believed to be a definite added safety factor in 
the treatment. Three deaths occurred in the series of 
93 cases, a mortality rate of 3.2 per cent. All of the 
deaths occurred among the first 10 patients admitted. 
Among the last 83 consecutive cases there was no 
death. Howarp A. Brown, M.D. 


SPINAL CORD AND ITS COVERINGS 


Waring, J. I., and Pratt-Thomas, H. R.: Congen- 
ital Dermal Sinus as a Source of Meningeal 
Infection. Report of 2 Cases, 1 Associated with 
Recurrent Meningitis. J. Pediat., S. Louis, 1945, 
27: 90. 

Congenital dermal sinus is rare. In reviewing the 
literature the authors were able to find only 7 cases 
published by Walker and Bucy in 1934, and 1 case 
described by O’Connell in 1942. Since this lesion 
may form the route by which infection reaches the 
meninges, the authors report 2 additional cases of 
their own. 

The first case was that of a white girl, aged ten 
years, who was born with a skin defect in the lumbar 
area, which was thought to be associated with spina 
bifida. In September, 1940, January, 1941, and Sep- 
tember, 1941, she developed attacks of meningitis 
which, following proper medical treatment, cleared 
up. In March, 1942 a dermal sinus was found ex- 
tending from the skin down into the spinal canal 
through a defect in the fifth lumbar vertebra. This 
was operated upon. In August, 1942 she developed 
gradual paralysis of her lower legs associated with a 
loss of function of the cauda equina below the fourth 
lumbar area. A second operation performed in Octo- 
ber, 1942 revealed the presence of a pocket of pus 
surrounded by a friable membrane enveloping the 
nerve roots from the fourth lumbar to the first sacral 
vertebrae, and exercising pressure on the spinal cord. 
The abscess was evacuated and the granulation 
tissue removed. Prompt recovery followed. Histo- 
logical examination in this case revealed that the 
sinus was lined with ciliated pseudostratified colum- 
nar epithelium merging at the extremity toward the 
skin into stratified squamous epithelium. 

The second case was that of a white girl, sixteen 
months of age, who was born with a small elevation 
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in the skin over the third lumbar vertebra and a 
small opening at the coccyx; otherwise she was in 
good health. In October, 1942 a sinus tract was 
traced from the dimple of the skin down through a 
defect in the third lumbar vertebra to the dura. This 
was excised. Microscopic study revealed that the 
wall of the sinus was composed of dense collagenous 
fibrous tissue with an irregular lining of degenerating 
calcifying epithelium, apparently of squamous type. 

These 2 cases emphasize the necessity of early 
recognition and complete extirpation of the dermal 
sinus tracts. According to Walker and Bucy, the 
developmental defect results from an incomplete 
cleavage between cutaneous epithelial ectoderm and 
neuroepithelial ectoderm, and an invagination of the 
skin into the neural tube. The ciliated pseudostrati- 
fied columnar epithelial lining of the sinus in the first 
case is explained on the basis that any type of fetal 
epithelium may, under circumstances, develop 
columnar epithelium possessing cilia. j 

T. Leucutia, M.D. 


SYMPATHETIC NERVES 


Lilly, G. D.: Alcohol Injection of Sympathetic 
Trunk. J. Am. M. Ass., 1945, 128: 479. 


The author recommends the use of alcohol injec- 
tion of the lumbar sympathetic system for patients 
who have vascular disease in the lower extremities. 
It is contended that even in those with thromboangi- 
itis obliterans, or rather advanced arteriosclerosis, 
good results have at times been obtained with regard 
to the relief of pain when the symptoms were due to 
intermittent claudication. 

The technique used is that which has been de- 
scribed by Ochsner and DeBakey, with a few minor 
changes. It is recommended that this procedure be 
employed in patients in whom an operative attack 
on the lumbar sympathetic system cannot be con- 
sidered a safe procedure. Howarp A. Brown, M.D. 


MISCELLANEOUS 


Boldrey, E.: Stainless Steel Wire-Mesh in the Re- 
pair of Small Cranial Defects. Ann. Surg., 1945, 
121: Sar. 


The author has employed stainless steel wire 
screen with .oc65 inch wire 40 by 4o and 70 by 70 
count, and .0075 inch wire 60 by 60 and 28 by 28 
count for the repair of small defects in the skull, such 
as those secondary to bur holes, particularly in the 
frontal region, or smaller traumatic defects second- 
ary to drainage of a brain abscess. 

The mesh was used experimentally on dogs, a layer 
being placed against the dura and a second layer on 
the surface of the bone. Subsequent examination of 
the operative areas showed that the connective tissue 
had not penetrated between the meshes of the two 
high-count screens but had freely penetrated the 
meshes of the lower-count screens. A firm covering 
was produced with only slight thickening of the dura, 
no adhesions, and no other harmful effects. 
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The author recommends this as an easy and satis- 
factory method of repair of small cranial defects with 
a material which has shown no foreign-body reaction 
of consequence when used in this site. A single or 
double layer on the surface may be use:|, although it 
is recommended that a layer beneath the bone, as 
well as on the surface of the bone, be used when prac- 
ticable as a means of obtaining a better cosmetic 
result. Howarp A. Brown, M.D. 


De Takats, G.: Causalgic States. J. Am. M. Ass., 
1945, 128: 699. 

The causalgic states are classified on the basis of 
the level of the sensory neurone activated. Periph- 
eral trauma activates the first or lowest neurone. 
Such a lesion is the classical median or sciatic nerve 
injury. However, the dorsal interosseous nerve is 
prone to injury in Colles’ fracture, and the peroneal 
and saphenous nerves are apt to be stretched in 
ankle sprains and result in a causalgic state. The 
plantar nerve in painful lesions of the foot is also 
frequently the site of causalgia. 

Other cases in the author’s series of 36 first- 
neurone causalgias were due to glomus tumor, glu- 
cose injection at the elbow which irritated the 
median nerve, herpes zoster, apical tumor of the 
lung, and paravertebral alcohol injection. 

The author believes that painful second-neurone 
lesions are represented by poliomyelitis, tabes, 
posterolateral sclerosis, syringomyelia, acute post- 
scarlatinal myelitis, and apoplexy of the cauda 
equina. However, the most frequent cause of 
second-neurone irritation is the ascent of an un- 
recognized or mistreated first-neurone lesion to 
involve the second set of sensory neurones. 

Sensory phenomena of the highest or third 
neurone are seen in cerebral infarctions and in 
phantom-limb pain. The latter is an example of a 
continuous barrage from lower sensory levels, so 
stamping its impression on the sensory cortex that 
the latter itself becomes the seat of projected self- 
propelled impulses to the periphery. 

The early causalgic state will be relieved by in- 
filtration of the traumatized area with 1 per cent 
procaine. This not only blocks the sensory im- 
pulses but inhibits the secretion of vasodilator sub- 


stances and relieves the protective muscle spasms 
splinting the painful area. If local infiltration fails 
to relieve pain, the stimulus has progressed to a 
higher level. 

In the stage of spreading neuralgia with which 
osteoporosis is frequently associated, blocking of the 
paravertebral sympathetic nerve is advisable. Re- 
peated paravertebral procaine block is often com- 
pletely successful. Should pain recur following 
relief from repeated block, sympathectomy is 
indicated. While sympathetic paralysis provides 
for vasodilatation, this is of a different nature from 
the vasodilatation which results directly from the 
causalgic state. In the latter situation an increased 
pulse volume is combined with an increased pe- 
ripheral resistance. Sympathetic block abolished 
this inco-ordination of vasomotor impulses. 

Posterior rhizotomy is condemned as a useless, 
mutilating procedure in the causalgic states. Chor- 
dotomy, cutting the spinothalamic tracts, seems a 
logical procedure in patients with lesions of the 
second neurone. 

If local infiltration, peripheral nerve block, sym- 
pathetic nerve block, and spinal anesthesia fail to 
relieve causalgic pain, tractotomies, (section of the 
sensory tracts at various levels in the brain stem) 
may be considered. Excision of a portion of the 
sensory cortex is mentioned as a possible method of 
dealing with pain which has been projected and be 
come centered there. 

It is emphasized that causalgic states differ from 
other painful conditions in that they are accom- 
panied by an efferent stimulation of pain-producing, 
vasodilator substances which, unless blocked, will 
cause sensitization of higher and higher levels. 

In the 54 patients with a causalgic state origi- 
nating at the various sensory levels, no evidence of a 
definite personality type could be identified as an 
etiological factor. Moreover, experimental data 
prove that under certain conditions (such as may be 
created by pressure, traction, or contusion of a 
nerve) stimulation of a peripheral nerve results in 
vasodilatation with a simultaneous inhibition of 
vasoconstrictors, even though the normal response 
to the stimulus would be vasoconstriction. 

Henry A. SHENKIN, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Garland, J. G.: Cancer of the Breast. End-Results 
in 122 Cases. Am. J. Surg., 1945, 69: 17. 


A series of 122 consecutive cases of cancer of the 
breast is reviewed by the author. Of these, 21 had 
no treatment other than palliative x-ray, 21 had sec- 
ondary surgical procedures and/or x-rays, and 80 
had primary mastectomy. 

Of the 21 cases in which no treatment other than 
x-ray was given, 15 were considered inoperable and 
6 operable. Four of the operable patients refused 
surgery, and in 2, surgery was contraindicated for 
other reasons. In this group the average life span 
was two and seven-tenths years after the appearance 
of the first symptom. There was a total of 11 five- 
year survivals. 

The 21 patients who were given secondary surgical 
and/or x-ray therapy had received primary treat- 
ment elsewhere. In this group survival for three 
years was limited to 6 per cent. 

Sixty-nine radical mastectomies and 11 simple 
mastectomies, or a total of 80 primary mastectomies 
were done. In 60 per cent of these cases axillary in- 
volvement was noted and in 27 per cent of this group 
there were five-year survivals. Of the 40 per cent in 
which the cancer was limited to the breast, seventy- 
two per cent had a five-year survival rate. Local and 
regional recurrences occurred about twice as fre- 
quently after simple mastectomy as after radical 
mastectomy. No appreciable difference was noted 
in the cases in which x-ray therapy was used. 
Twelve of the patients were under thirty-six years of 
age, with an average age of thirty-one. In this group 
there were no three-year survivals and the average 
life tenure after operation was one year and eight 
months. In 5 cases associated with pregnancy the 
life tenure was one year and three months. 

Six cases of Paget’s disease were observed to fol- 
low a relatively benign course. 

ORLAND B. Scott, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Sweet, R. H.: Closure of the Bronchial Stump fol- 
lowing Lobectomy or Pneumonectomy. Surgery, 
1945, 18: 82. 


The method of bronchial closure which is most 
likely to succeed should produce the least possible 
trauma at the end of the bronchus, preserve an 
adequate blood supply all the way to the cut end of 
the bronchus, approximate only the edges of the 
cut end of the bronchus, and provide adequate re- 
inforcement of the bronchial closure by utilization of 
a layer of pleura which is sutured over the closed 
stump. 

After the lobe or lung which is to be removed has 
been mobilized, and the vessels which supply it 
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Fig. 1. Steps in the closure of the bronchial stump. A, 
Traction suture applied. B, Division of the bronchus be- 
gun, using curved knife; note that the bronchus is cut 
across proximal to the clamp. C, Bronchus partly severed 
with two sutures applied. D, Division of the bronchus 
completed with all sutures placed. 


have been tied and divided separately, a large 
curved clamp is applied distally to the level which 
has been selected for the division of the bronchus. 
A suture of medium-weight silk is passed through 
the bronchial wall, tied, and held as a stay. The 
division of the bronchus proximal to the clamp is 
started, the knife being curved on the flat surface 
and sharpened at both edges. One or two more silk 
sutures are then placed over the cut end of the 
bronchus, and the division is completed with the 
knife. Several more sutures are then placed, and 
all are tied over the end of the bronchial stump so 
as. to approximate its cut edges. After all the 
sutures have been tied, the stump is inspected for 
air leakage, and more sutures are placed as they are 
needed. 

An edge of the mediastinal pleural surface, 
usually posterior to the region of the hilum of the 
lung, is almost always available for burying the 
bronchial stump. This edge is pulled over the end 
of the stump and fastened to the bronchus, proximal 
to its end, by means of several fine silk sutures. 
If the pleural flap cannot be pulled over the stump 
easily, the tension can be relaxed by making a 
linear incision in the pleura several centimeters 
back from its edge. 
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lig. 2. Steps in the covering of the bronchial stump. 
Ix, Stump after all sutures are tied; flap of pleura to be 
sutured over held in a hemostat. F, First suture placed be 
tween pleural flap and side of the bronchial stump. G, 
All sutures tied, thus covering the end of the stump. H, 
\dditional reinforcement possible in some cases. 


This method of bronchial closure has been used 
in about 140 cases. Leakage, resulting from break- 
ing open of the stump, occurred in only 1 case. 

SAMUEL Kaun, M.D. 


Maxwell, R. J. C.: Readhesion after Intrapleural 
Cauterization. J. Thorac. Surg., 1945, 14: 194. 


Loss of effective pulmonary collapse through early 
readhesion of the lung to the parietes is an infrequent 
but serious complication of closed pneumonolysis. «It 
is widely regarded as an irremediable condition, in- 
evitably entailing the abandonment of pneumo- 
thorax therapy. 

Maxwell discusses the causation and prevention of 
the complication, and gives an account of the endos- 
copy findings and results in 6 cases in which an op- 
erative attempt to re-establish an efficacious collapse 
was undertaken. 

Obliteration of a pneumothorax space after adhe- 
sion section may occur in the acute, secondary, and 
late forms. 

Acute obliteration. This usually develops within 
forty-eight hours of operation, and is often total. It 
is considered a sequel to lung re-expansion as a result 
of massive escape of air from the pleural cavity, in 
the presence of pleural changes that lead to rapid ad- 
herence of the visceral and parietal surfaces. Pul- 
monary emphysema, severe postoperative coughing 
or vomiting, and inadequate closure of the trocar 
puncture sites are regarded as the chief causes of the 
lung re-expansion. The possibility that tuberculosis 
may be a factor, by producing a check-valve type of 
bronchial obstruction after pneumonolysis that 


results in rapid re-expansion of the lung and loss of 
pneumothorax space cannot be ruled out. 

Secondary obliteration. This occurs within a week 
or two of operation and tends to be more localized 
than the first variety, the sites of predilection being 
the posterior mediastinum, the paravertebral gutter, 
and the area of posterior chest wall between the rib 
angles and posterior axillary line, referred to endo- 
scopically as the scapular zone. Divided adhesion 
surfaces, alone or in conjunction with previously in- 
tact pleural surfaces, may be involved. Faulty post- 
operative posture, inadequate control of intrapleural 
pressures, or both, are the important causal factors. 

Late obliteration. This is nearly always a sequel to 
postoperative effusion. 

Exposure to the gases of a pneumothorax gradu- 
ally alters the lining pleural surfaces. They eventu- 
ally become covered with a fine pellicle of organized 
lymph, and tend to adhere readily when allowed to 
come into contact. However, at the stage when 
pneumonolysis is usually performed, that is, in the 
early months of pneumothorax, these changes are, as 
a rule, absent or little noted, and the pleural layers 
do not necessarily become adherent when allowed t» 
touch for a few hours or even days. 

Prevention includes the maintenance of collapse, 
strict fluoroscopic control of collapse during the im 
mediate postoperative period, and posture. Patients 
should not be left to their own devices because the) 
tend to lie on the unoperated side, flat on the back, 
or in the semisupine position, the last two positions 
being particularly dangerous. Most thoracoscopists 
recognize this and prescribe posture to a certain ex 
tent, nursing their patients sitting up after an apical 
cauterization, or lying on the unoperated side fol- 
lowing division of lateral adhesions. 

The treatment of established readhesion should b: 
operative, the only contraindications being an ex 
tensive tuberculosis of the pleura, or a pneumo 
thorax in which the collapse achieved by the origina! 
pneumonolysis is inadequate and not capable oi 
being improved by a subsequent procedure. 

Maxwell discusses 7 instances of readhesion of thi 
lung to the parietes after closed pneumonolysis. Six 
of the patients were treated by operative remobiliza 
tion, 5 by immediate intervention and detachment o! 
the 'ung and 1 by cauterization seven weeks after 
reac hesion. Tuberculosis empyema followed remo 
bilization in 1 patient with tuberculosis of the pleura. 
Persistent effusion developed in another patient in 
whom the collapse achieved by the original pneumo 
nolysis was unsatisfactory. In the 4 patients in 
whom the original collapse was complete or adequate 
and the pleura free from tuberculosis, the lung was 
remobilized and pneumothorax continued without 
complication. STEPHEN A. ZremAN, M.D. 


Tinney, W. S., and Olsen, A. M.: The Significance 
of Fluid in the Pleural Space. J. Thorac. Surg., 


1945, 14: 248. 
The presence of fluid in the pleural space is almost 
always indicative of serious organic disease. It is 
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SURGERY OF 


doubtful whether pleural effusion is ever a primary 
disease. In 170 of the series of 444 cases of fluid in 
the pleural cavity reported by the authors, a definite 
diagnosis was not made, yet there was clinical evi- 
dence to favor a diagnosis of either tuberculosis or 
neoplastic disease in 104 of these cases. In the re- 
maining 66 cases a diagnosis might have been made 
if there had been an opportunity for observation or 
further studies of the pleural fluid. 

It is important to emphasize the necessity for care- 
ful examination of the aspirated pleural fluid. The 
gross characteristics should be accurately recorded 
and the specific gravity and number of cells should 
be determined. A search for neoplastic cells, either 
by the method previously described by the authors 
or by the paraffin-section method, should be made. 
Bacteriological study should include cultures on suit- 
able media and frequently also inoculation of guinea 
pigs. When the presence of chylothorax is suspected, 
the fluid should be stained with sudan III, shaken 
with ether, and chemically analyzed for fat. 

In a considerable number of cases it is difficult to 
establish an exact diagnosis. In most instances it is 
wise to suspect tuberculosis and to treat the patient 
accordingly. 


HEART AND PERICARDIUM 


Norman, H. B., and Ainsworth, R. M.: Staphyl- 
ococcal Pyopericardium Treated with Penicil- 
lin. Brit. M.J., 1945, 1: 806. 

Because penicillin has been scarce, and repeated 
injections of this drug are exceedingly trying to a 
debilitated patient, it is the rule that local applica- 
tion, whenever it will suffice, should be used in place 
of systemic treatment. It is recognized, too, that 
the use of penicillin does not in any sense replace sur- 
gical drainage, and that when pus is formed in any 
quantity it must be evacuated. In the case described 
a staphylococcal infection of the pericardium super- 
vened in the course of a very severe typhoid infec- 
tion. The ensuing pyopericardium was successfully 
treated by the repeated aspiration of pus and the 
instillation of sodium penicillin into the pericardial 
sac. 

The occurrence of a staphylococcal pyopericar- 
dium in the case of a soldier already gravely ill with 
typhoid fever is recorded. The successful treatment 
with penicillin depends upon whether it proves pos- 
sible to maintain permeation with an adequate con- 
centration of the drug. There are special difficulties 
in dealing with the infected pericardium. It is dif- 
ficult to be certain that, when aspiration has been 
done, adequate drainage in fact has been achieved. 
With extensive infection of the superficial wound of 
the chest wall it is hard to ensure that the pericardial 
sac is not contaminated with secondary invading or- 
ganisms which are penicillin-resistant. 

In the case of empyema thoracis similarly treated, 
it is common to get a residual grossly thickened 
pleura and a rigid chest wall. Rib resection may be 
necessary to remove extensive fibrinous deposits 
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from the empyema cavity. The end-results in pyo- 
pericardium, in which the scope of surgery is more 
limited, are likely to be less satisfactory. Attention 
is directed particularly to the long period during 
which the reaccumulation of sterile pus in the peri- 
cardium persisted. BENJAMIN GOLDMAN, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Richardson, J. R.: A New Treatment for Esophageal 
Obstruction Due to Meat Impaction. Ann. Otol. 
Rhinol., 1945, 54: 328. 


Large masses of meat and fish, with and without 
bone, occasionally lodge in the esophagus and ob- 
struct it. This occurs most often in persons with a 
constricted or narrowed esophagus. The author 
discusses a number of cases of this type, in which the 
masses consisted of meat without bone. 

The onset of the condition is sudden and occurs 
while the individual is eating. Removal is indicated. 
Sometimes morphine relaxes the normal esophagus 
sufficiently so that such a mass may slide down into 
the stomach. If no treatment is given, the meat 
decays in time. This takes from seven to fourteen 
days, according to the size of the mass. If the pa- 
tient survives, although unable to swallow liquids, 
and if the esophagus itself does not become infected, 
a spontaneous recovery can occur. This is rare. 
Hitherto it has always seemed safer to use the 
esophagoscope promptly, especially if the patient 
has waited several days before seeking help. At 
operation under direct vision the offending foreign 
body can be removed. More recently, papain has 
been used successfully to dissolve impacted meat. 

A summary of 17 consecutive cases in which this 
medicine was prescribed is reported in this article. 
The majority of the patients were in the fifth, sixth, 
or seventh decade of life. The treatment used was 
detailed for each case; 3 patients were given mor- 
phine and atropine with no advantage. The 14 
other patients had no medication of any sort except 
the 5 per cent papain solution. The results were 
gratifying. The solution used was composed of 5 
per cent papain dissolved in a 10 per cent alcoholic 
vehicle; a stock solution will keep for a good many 
weeks. One cubic centimeter of this solution ad- 
ministered every fifteen minutes yields good results. 
One cubic centimeter could be retained by the pa- 
tients who were unable to swallow, and when a 
teaspoonful could be taken, the meat digested more 
speedily. Emit C. RositsHEk, M.D. 


Shafar, J.: Congenital Short Esophagus Compli- 
cated by Vitamin B Deficiency. Glasgow M. J., 
1945, 143: 186. 


Shafar reports the case of a forty-six-year-old 
woman who complained of epigastric pain and dys- 
phagia since 1933. Esophagoscopy revealed at that 
time an ulcerated area on the left posterior wall 
about 12 inches from the teeth; the lumen was not 
narrowed, but some spasm existed. Treatment con- 
sisted in the application of radon to the area. 
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Periodic hospital observation from that time showed 
progressive annular stricture with narrowing of the 
esophageal lumen and a fluctuating abatement of 
symptoms. 

With the patient in the Trendelenburg position, 
vigorous peristalsis was observed in the esophagus 
down to the level of the narrowing, below which 
there was a smooth pouch 2 inches in diameter. 
Peristalsis was feeble in the pouch as compared with 
that in the esophagus. It never completely emptied 
the pouch, but from time to time it ejected a small 
quantity of barium into the stomach. The difference 
between the two types of peristalsis was apparent 
and characteristic of a congenital short esophagus 
with a partially thoracic stomach. 

The association of chronic peptic ulcer of the 
esophagus with this type of stomach is understand- 
able when the free bathing of the part with hydro- 
chloric acid is considered. Differential diagnosis 
includes carcinoma, gastric herniation, divertic- 
ulum, cardiospasm, and eventration of the dia- 
phragm. 

A vitamin deficiency existed in this patient be- 
cause of a dysphagia for solid foods and an inade- 
quacy of semiliquids. This was aggravated by 
vomiting and a persistent diarrhea. For some un- 
explained reason there was also an achlorhydria and 
an anemia, and occult blood was found in the stools. 

With vitamin B, therapy, resolution of the clini- 
cal features referable to the deficiency disease and 
improvement in those due to the gastric abnormality 
occurred. STEPHEN A. ZIEMAN, M.D. 


Sweet, R. H.: Surgical Management of Carcinoma 
of the Midthoracic Esophagus. \. England J. 
M., 1945, 233: I. 

The classic Torek operation does not make pro- 
vision for radical removal of the regional lymph 
nodes, which are so frequently invaded by disease, 
and thus the possibility of obtaining a cure is re- 
duced, and it fails to provide satisfactory palliation 
because of the discomfort and unhappiness of the 
patient that result from the presence of a cervical 
esophagostomy and the necessity of being fed by 
gastrostomy. The continuous discharge of saliva and 
mucus through the cervical esophagostomy stoma 
and the trouble attending the care and the use of the 
gastrostomy for feeding make the patients who have 
been subjected to this operation miserable and un- 
happy. If the use of a rubber-tube connection is 
attempted, there may be leakage around the tube, 
difficulty in keeping it adjusted, and inability of the 
patient to eat anything but liquids because of the 
mechanical inadequacy of the system. The con- 
struction of an external esophagus to connect the 
two stomas is a long and tedious process, usually 
performed in several stages, and can rarely be com- 
pleted except in the most favorable cases. Even if 
after much effort on the part of the surgeon, and with 
hope and fortitude on the part of the patient, an ex- 
ternal plastic esophagus is constructed, the length 
of time required makes the procedure impractical. 


In some cases, by the time the patient is able to take 
a soft diet and swallow the food through such a tube, 
he is already suffering from the effects of recurrent 
or metastatic disease. 

Since January, 1940, Torek operations have been 
performed on 14 patients at the Massachusetts 
General and Palmer Memorial hospitals, Boston. 
There were 2 postoperative deaths and 12 survivals. 
In 4 cases an external esophagus was completed—a 
connecting tube was constructed from the skin of 
the chest wall and additional grafts from the thigh. 

Resection of the entire esophagus below the 
level of the aortic arch, followed by a high esopha- 
gogastric anastomosis either just below or just above 
the level of the aortic arch, offers a more nearly 
ideal solution of the problem of surgical removal of 
carcinoma of the esophagus, since it facilitates 
radical removal of the tumor by including the 
majority of the regional lymph nodes, and provides 
a more satisfactory degree of palliation in incurable 
cases and a better functional result. 

A summary of the results of this operation in 9 
cases is given, and a case is reported in detail as an 
illustration of what can be accomplished with this 
relatively new procedure. JosepH K. Narat, M.D. 


Bradshaw, H. H., and O'Neill, J. F.: The Surgical 
Treatment of Some Lesions of the Lower 
Esophagus and Upper Stomach. J. Thorac. Surg., 
1945, 14: 187. 

Cancers of the lower esophagus and the cardiac 
end and fundus of the stomach, or of both, have un- 
til recently defied attempts at curative therapy. 
Fortunately the outlook for these cases has become 
less gloomy in the light of renewed interest in the 
transthoracic approach to these lesions. From the 
literature and from the authors’ limited personal ex- 
perience it appears that carcinoma of the lower eso- 
phagus is more frequently operable than carcinoma 
of the cardia or fundus, and the operation can be 
done more easily because less of the stomach and gas- 
trohepatic and gastrocolic omenta will need removal 
than is the case with carcinoma of the cardia or 
fundus. The operation can be done under general 
anesthesia in the absence of an endotracheal tube. 
However, if both pleural cavities are opened, which 
is common, it seems advisable to be in absolute 
control of the situation by having an endotracheal 
tube in place, as the exact degree of inflation and de- 
flation of the lungs can be controlled more easily. 

During the last two and one-half years the authors 
operated upon 5 patients by the transthoracic route, 
and a partial or total gastrectomy was performed 
with an esophagogastric or esophagojejunal anasto- 
mosis. There was 1 death, which compares favorably 
with the overall operative mortality of 46.6 per cent. 
All of the patients had a proved carcinoma except 1 
whose lesion turned out to be an ulcer 3 cm. in 
diameter. 

The authors emphasized that spasm, as seen under 
the fluoroscope, is frequently out of proportion to 
the size of the lesion and it may be the only positive 
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finding which, along with the clinical story, warrants 
surgical exploration. They believe that rather than 
giving these patients a hopeless prognosis based on 
fluoroscopic and esophagoscopic findings alone, they 
should be given the benefit of a transthoracic explor- 
ation. Despite the low percentage of cures, even 
those patients not cured find the remaining portion of 
their lives made more tolerable than if they lead a 
gastrostomy existence. SrepHen A. ZreMan, M.D. 


MISCELLANEOUS 


Harrison, T. R.: Clinical Aspects of Pain in the 
Chest. Pain Arising from the Esophagus; Pain 
Arising from the Stomach. Am. J. M.Sc., 1945, 
209: 765, 771. 

The author presents his findings in a series of 
patients with pain arising in the esophagus, and 
simulating in some degree that caused by disease of 
the heart. One of the patients had both angina 
pectoris and severe pain due to spasm of the cardiac 
end of the esophagus. The location, quality, and 
intensity of the pain due to esophageal disorders 
may be indistinguishable from that due to disease of 
the coronary arteries. In both conditions the pain 
may be precipitated by emotional disturbances and 
by the ingestion of large quantities of food. 

In the differentiation of angina pectoris from pain 
brought about by disorders of the esophagus, the 
following points are of value. 

1. Pain arising from the esophagus is not ordinarily 
related to muscular exertion. 

2. Pain precipitated by swallowing or coming on 
during eating is likely to be due to esophageal dis- 
orders. The ingestion of highly seasoned food or of 
alcoholic beverages is especially apt to precipitate 
esophageal pain. 

3. The presence of even a minor degree of dys- 
phagia constitutes strong evidence in favor of esoph- 
ageal pain. 

4. The duration of esophageal pain is more var- 
iable (a few seconds to many hours) than is that of 
angina pectoris, which usually lasts for a few 
minutes. 

5. Electrocardiographic, roentgenological, and 
esophagoscopic studies are of great value when they 
yield positive results, but many errors are made by 
placing undue emphasis on borderline findings. 

6. Atropine and allied drugs often produce striking 
relief in patients with esophageal pain but do not 
usually affect anginal pain. Nitroglycerin may 
relieve esophageal pain, but the effect is rarely as 
striking as in anginal pain. 

7. Fluoroscopic study of the esophagus, made 
while the pain is present, may yield positive results; 
the same procedure is quite negative if carried out in 
the pain-free state. 

One of the most useful methods of diagnosis is 
induction of the pain when the patient is under ob- 
servation. This can nearly always be done by 
muscular exertion in patients with angina pectoris. 
Esophageal pain can be precipitated in some patients 
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by the ingestion of highly seasoned food or alcoholic 
liquors, and especially if these irritants are swallowed 
when the patient is recumbent. In other patients 
esophageal discomfort may be induced by distending 
the stomach or the esophagus with air or with water. 
Since these procedures may cause discomfort in 
healthy persons, they are only significant when they 
reproduce exactly the spontaneous discomfort of 
which the patient complains. 

The clinical findings, with special reference to the 
qualities of the pain, were analyzed in 24 patients 
with chest pain due to disorders of the stomach. In 
a number of subjects the pain radiated from the pre- 
cordial or substernal region to the left shoulder and 
arm, and also resembled in character and in inten- 
sity the distress caused by disease of the coronary 
arteries. Various distinguishing features between 
pain of gastric origin and that arising from the heart 
were discussed. The diagnostic value of roentgen- 
ological examinations during the attacks of pain, and 
of reproducing the symptoms by distending the 
stomach with air, was emphasized. The necessity 
for a meticulous analysis of the patient’s story of the 
pain was stressed, with especial attention to the 
various precipitating, aggravating, and alleviating 
factors. 

Among the cases reported in the study were the 
following: an individual with perforation of a hiatal 
hernia; a man with mild angina pectoris who sub- 
sequently developed violent pain in the chest and 
left arm because of cascade deformity of the stomach; 
a woman with severe postoperative chest pain due 
to intermittent obstruction of the gastrojejunal 
communication; and a patient with true “acute in- 
digestion” (due to dietary indiscretion) simulating 
myocardial infarction. CuarLEs Baron, M.D. 


Pinner, M., Leiner, G. C., and Zavod, W. A.: 
Bronchospirometry. Ann. Int. M., 1945, 22: 704. 


By spirometric examinations, the total functions 
of both lungs can be studied. Bronchospirometry is 
a relatively recent method by which the function 
and volume of each lung are determined separately 
and at the same time. 

The use of a soft rubber catheter, instead of the 
metal bronchoscope, has made the method less un- 
comfortable for the patient, and the results more 
reliable. 

Bronchospirometry is indicated whenever an 
irreversible operation on one lung is contemplated, 
in order to determine the functional capacity of the 
other lung. It also permits the study of various 
physiopathological problems. 

No serious complications occurred in approxi- 
mately 270 bronchospirometric examinations. 

Spirometry may give nearly normal findings in 
patients in whom bronchospirometry reveals exten- 
sive disease of one lung and compensatory changes in 
the other lung. Since x-rays and clinical findings do 
not permit definite conclusions as to pulmonary 
function, the bronchospirometric findings may 
prove to be of great clinical importance. 
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Pleural involvement often causes severe functional 
impairment of a lung, whereas parenchymal lesions 
may have relatively little effect on pulmonary func- 
tion. During pneumothorax treatment, the collaps- 
ed lung shows a decrease of oxygen intake, minute 
volume, tidal air, vital capacity, reserve air, and 
complementary air. Compensation is achieved by 
an increase of the oxygen in the opposite lung. 
This is only part of the result following increased 
ventilation. Oxygen intake is further increased by a 
better utilization of the ventilated oxygen, i.e., a de- 
crease of the ventilation equivalent. 

Thoracoplasty causes similar functional changes, 
as does pneumothorax, but, on the average, these 
changes are less severe following thoracoplasty than 
after collapse by pneumothorax. Lungs re-expanded 
after pneumothorax treatment often show extensive 
functional impairment. 

A change in the patient’s posture from the supine 
position to the left or right side does not affect the 
percentage distribution of the vital capacity be- 
tween the left and right lung. Attempts at “immo- 
bilizing”’ a hemothorax by sandbags weighing up to 
20 pounds, and by strapping with adhesive tape, do 
not produce a reduction of the ventilation, or of the 
respiratory work of the underlying lung. 

SAMUEL Kaun, M.D. 


Orth, O. S., Wilhelm, R. L., and Waters, R. M.: 
The Question of Pulmonary Damage with 
Artificial Respiration. J. Thorac. Surg., 1945, 14: 
220. 

Because controlled respiration during certain op- 
erative procedures is being used increasingly through- 
out the country, a comparison study of the various 
procedures by which the lungs may be ventilated 
was undertaken. The main purpose was to determine 
whether any damage was done to the lungs of labora- 
tory animals by various forms of artificial respiration, 
and to correlate the variations of pressure occurring 
in the application of the several methods with any 
morphological changes that may have been produced. 

Sixty-nine experiments were performed. Dogs 
under nembutal, amytal, chloral hydrate and ure- 
thane, diethyl ether, cyclopropane, or avertin anes- 
thesia were subjected to periods of artificial respira- 
tion ranging from one to six hours. After it was 
found that gross pulmonary damage was evident 
within two hours and was as great as that following a 


six-hour test period, a two-hour period was gener- 
ally used in the remaining tests. To correlate the 
changes of pressure produced by the various methods 
with morphological changes which might occur in 
the lungs, recordings were made of the “‘oral’”’ bron- 
chiolar (pulmonary), and intrapleural pressures by 
connections to three separate mercury manometers. 

Some of the methods investigated involved the use 
of positive pressure only, others a combination of 
alternating positive and negative pressure. These 
methods were: (1) manual pressure ona 5-liter rubber 
bag; (2) manual pressure on the thoracic wall; (3) a 
two-phase (positive-negative pressure) type of resus- 
citator; (4) the Kreiselman bellows; (5) the Nefi- 
Lind apparatus; (6) a Drinker type of respirator; (7) 
a windshield wiper type of respirator; and (8) the 
Eve rocker method. Each of the eight methods was 
used separately on at least 6 different animals, and 
several of the methods were tested on as many as 
10 or 12 dogs. 

The results showed that no significant alterations 
occurred in the direct blood-pressure recordings 
during the routine use of any method. Usually ade- 
quate oxygenation of the blood was produced in each 
experiment. Histologically, the lungs from a few of 
the control animals, on gross inspection, appeared 
more nearly normal than those from the animals of 
the experimental groups. Microscopically, no dif- 
ferentiation was possible. No one method was supe- 
rior to another in so far as failure to cause pulmonary 
changes was concerned. There was not a single sec- 
tion which did not show some evidence of abnormal- 
ity. The sections of lung from the control animals, 
either those killed immediately or those killed after 
a period of anesthesia equivalent to that in which 
methods of artificial respiration were applied, con- 
tained the same types of damaged tissue as those 
taken from animals in which the manipulations of 
artificial respiration were employed. 

The most common findings were partial atelectasis, 
congestion, hemorrhagic infiltration, and bronchial 
spasm. 

That time is not an important issue is seen in the 
fact that a six-hour period of artificial respiration 
caused no more significant change than did a two- 
hour period. Any damage which did occur in the 
lungs was reversible since all dogs that were per- 
mitted to recover did so without sequelae. 

STEPHEN A. ZIEMAN, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Siegal, S.: Benign Paroxysmal Peritonitis. Ann. 
Int. M., 1945, 23: I. 


Benign paroxysmal peritonitis is characterized 
by recurrent paroxysms of severe abdominal pain 
with fever which may be as high as 105° F. Chilli- 
ness or a Shaking chill may accompany the attacks. 
Involvement of the peritoneum is indicated by the 
subjective symptom of marked abdominal soreness, 
and the objective finding of widespread, exquisite 
direct and rebound tenderness. On occasion, true 
involuntary spasm of the abdominal wall may be 
noted. These abdominal signs are often so striking 
that to the surgeon they suggest an acute abdominal 
peritonitic lesion. Emergency operation has been 
repeatedly urged. 

Chest pain of a pleuritic type is frequently pres- 
ent at some stage of the attack. Marked malaise, 
severe prostration, and intense nausea and vomit- 
ing are almost constant characteristics. Diarrhea is 
conspicuously absent. Leucocytosis is a frequent 
finding. An occasional case may show urticarial 
wheals during the acute episode. This disease 
affects young people, often beginning in the second 
or third decade and continuing for many years. 
Nevertheless, they remain in good general health 
and their disorder, essentially benign, continues 
without the development of any persistent ana- 
tomical lesion and without permanent impairment 
of any physiological function. 

Although cases of an essentially similar nature 
have been described previously, emphasis has here- 
tofore been laid upon the florid manifestations of 
erythema and purpura. This has tended to obscure 
the fundamental clinical picture of a disease which 
usually runs its course without skin eruption of any 
kind and with no bleeding tendency whatsoever. 
To draw attention to its distinctive clinical features, 
the term ‘‘benign paroxysmal peritonitis’’ is sug- 
gested until such time as classification becomes 
possible on a sound etiological or pathological basis. 

The author reports 5 new cases observed by him 
and 5 similar and probably related cases from the 
literature. BENJAMIN GOLDMAN, M.D. 


Parsons, C. G.: Eosinophilia with Chronic Perito- 
nitis. Lancet, Lond., 1945, 248: 721. 


The diseases in which eosinophilia is present, as 
listed by Weingarten in 1943, do not include tuber- 
culosis and periarteritis nodosum. Gill mentions a 
case of tuberculous peritonitis which subsequently 
developed pulmonary symptoms—a pleural effusion 
which contained 80 per cent eosinophils.' This 
patient also had a white count of 9,200 per cubic 
centimeter and 14 per cent of the white cells were 
eosinophils. Periarteritis as a cause of eosinophilia 
is widely recognized, and eosinophilia in 70 per cent 


of 20,000 white blood cells per cubic centimeter has 
been reported. 

Two cases similar to the case of Gill are reported. 
In these the illnesses were found to be strikingly 
similar and the picture was that of tuberculous 
peritonitis. 

The first case was that of a twenty-nine-year-old 
laborer, well built, but having lost weight recently, 
who gave a history of a febrile cold and bronchitis, 
followed by a series of mild asthmatic attacks eight 
months prior to admission. He had had night 
sweats, loss of appetite, spasmodic epigastric pains 
(sharp in character and unrelated to meals), and had 
developed a petechial rash three days before ad- 
mission. The essential physical findings were: no 
lymphatic enlargement, signs of a mild asthmatic 
bronchitis, a regular pulse, blood pressure 115/78 
mm.Hg, a slightly enlarged heart (but with normal 
valve sounds), slight tenderness in the epigastrium, 
and a liver just palpable and tender. His spleen was 
not palpated. The positive laboratory findings were: 
urine showing a few red blood cells and a trace of 
albumin, a negative Casoni skin test, sputum nega- 
tive for the tuberculous bacillus. The roentgeno- 
gram showed a diffuse mottling of the lung fields 
suggestive of miliary tuberculosis. Exploratory 
laparotomy revealed a somewhat enlarged spleen, 
and a peritoneum studded with pinkish white miliary 
nodules. The autopsy contributed only the lack of 
gross evidence of tuberculosis of the lung; the lymph 
nodes were found to be of normal size; there was no 
evidence of leucemia; and the bone marrow was 
gelatinous. 

The second case was that of a woman, age forty- 
three, who was admitted because of complaints be- 
ginning with severe constipation six weeks before ad- 
mission. Two weeks previous she began to have, twice 
a day, fluid stools without mucus or blood. For one 
week she had had spasmodic epigastric pain of a se- 
vere colicky character without relation to food, and 
radiating to the umbilicus. For six weeks she had 
complained of lumbar pain, attributed to poor pos- 
ture. She lost 28 pounds in the preceding two 
months and had anorexia, but had vomited only 
once. Physical examination revealed no rashes or 
hemorrhages; normal lungs, heart, and peripheral 
vessels; and a tumid doughy abdomen with free 
fluid. The spleen, liver, and kidneys were not pal- 
pable. The temperature was normal, and the pulse 
80/100 throughout the examination. The laboratory 
findings showed only a trace of albumin in the urine; 
the roentgenogram of the long bones was normal; 
and the stools were normal except for two positive 
benzidine reactions, and fluid consistency. Sig- 
moidoscopy revealed changes suggestive of early 
ulcerative colitis. The patient died suddenly about 
three weeks after discharge, from what was suspected 
to be tuberculous meningitis. 
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These cases had in common a history of mild 
asthmatic attacks, and a severe spasmodic epigastric 
pain, unrelated to meals, which was accompanied by 
anorexia and loss of weight. Blood studies revealed 
hypochromic anemia, and relative absolute eosino- 
philia, from 28 to 62 per cent in the white blood cells 
ranging from 13,400 to 32,600 per cubic centimeter. 
Both patients had slight albuminuria. Both were 
thought to have tuberculous peritonitis. Asthma 
and ulcerative colitis were considered and ruled out 
as causative factors, as were trichinosis, hydatid 
disease, parasitic infestation, lymphadenoma, and 
leucemia. Periarteritis nodosum could not be ruled 
out definitely since no postmortem examination was 
permitted in the second case and only a gross autopsy 
was done in the first case. Jay P. Bartierr, M.D. 


GASTROINTESTINAL TRACT 


Poppel, M. H., and Herstone, S. T.: Intussuscep- 
tion of the Stomach. Am. J. Roentig., 1945, 53: 
585. 

The authors report an example of a spontaneous 
direct intussusception of the stomach in the absence 
of any mass. 

The patient, a white male, aged seventy-eight, 
was seized with an acute attack of continuous epi- 
gastric pain accompanied by nausea, vomiting, and 
hiccoughing. The epigastric region was tender but 
not rigid. There had been a similar two-day epi- 
sode six weeks previously. 

The roentgen examination revealed that the 
distal half of the stomach was markedly narrowed, 
and the duodenum was markedly widened as far 
down as the lower part of the second portion. The 
widened duodenum acted as the intussuscipiens, 
the narrowed portion of the stomach having tele- 





Fig. 1. Intussusception in a subsequent attack. 


scoped or invaginated into the lumen of the widened 
duodenum. The intussusceptum reached the distal 
end of the dilated duodenum, and the folds of the 
gastric mucous membrane were compressed in a 
horizontal direction and were seen within the sur- 
rounding concentrically arranged dilated folds of 
the duodenal mucous membrane. The emptying 
time of the stomach was greatly increased. Spon- 
taneous reduction occurred and at that time the 
stomach and duodenum were normal. The subse- 
quent roentgen examination during a later seizure 
again visualized the intussusception. 
CuHaRLES Baron, M.D. 


Schmidt, E. R., and Melick, D. W.: Subtotal 
Gastrectomy. Arch. Surg., 1945, 50: 223. 


This article is concerned with the postoperativ: 
roentgen appearance of the stomach remnant fol 
lowing subtotal gastrectomy, and its relation to the 
clinical course of the patient. Fluoroscopic and film 
studies were made to check the mechanics of evacua 
tion of barium sulfate, and the roentgenograms of 
each case are reproduced in black and white. In the 
21 cases studied, all gastrectomies were performed in 
an identical manner, with the use of an antecolic 
anastomosis. The proximal, afferent loop of jejunum 
was sutured along the lesser curvature, and the 
gastric stoma was placed on the side of the greater 
curvature. The emptying of the stomach into the 
distal, efferent loop is facilitated by these two steps. 
There were 4 cases of gastric and 5 of duodenal 
ulcer, 11 of carcinoma, and 1 case of localized Hodg- 
kin’s disease. 

The studies indicate that the best anastomosis is 
one which effects a rapid emptying of the stomach 
with evacuation predominantly into the efferent 
loop. If this is accomplished it is believed that the 
stomach remnant will always decrease in size during 
the postoperative period. In 17 of the 21 cases the 
anastomosis was considered to be ‘‘ideal,”’ that is, 
immediate emptying of the stomach remnant was 
apparent and was followed by rapid evacuation, with 
a most satisfactory postoperative course. In only 1 
case were both immediate emptying and evacuation 
entirely unsatisfactory. Despite this, the patient’s 
subjective symptoms were minimal, consisting of 
mild epigastric distress which eventually disap 
peared. In the 3 other cases the results were clini 
cally satisfactory. If these 3 cases are added to the 
17 cases of ‘‘ideal’’ operation then satisfactory 
anastomosis was accomplished by this long loop, 
antecolic method in 95 per cent of the cases. 

Joun L. Linpqutst, M.D. 


Mejia, M. M. R., and Bolo, P. O.: Pathology of the 
Stomach after Operation. The Diagnostic Im- 
portance of Gastroscopy (Patologia del estomago 
operado. Importancia diagnostica de la gastrosco 
pia). -lrch. argent. enferm. ap. digest., 1945, 22: 1. 


Before gastroscopy came into use patients who 
had had operations on the stomach presented 
various symptoms, some of them serious, which 
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could not be diagnosed by the methods then in use. 
Such disturbances were seen more frequently in 
patients on whom gastroenteroanastomosis had been 
performed than in those who had undergone gas- 
trectomy, and they were noted only exceptionally 
after resection by the Billroth I technique. 

These symptoms are frequently found to be due to 
recurrent ulcer. A table is given in the original 
article of 18 cases in which symptoms recurred after 
operation and in which both roentgen and gastro- 
scopic examinations were made. Gastroscopic 
examination was found to be more reliable than 
roentgen examination in the diagnosis of such 
ulcers. 

A detailed history is given of 1 case in which 
hemorrhage recurred after operation. Roentgen 
examination was negative, but gastroscopic exami- 
nation showed an ulcer at the edge of the anasto- 
mosis. 

Marginal ulcers, that is, the ones situated above 
the suture, can be diagnosed only by gastroscopy, as 
a rule. Gastroscopy should be used as a routine 
method of examination in cases in which symptoms 
recur after operation. AupREY G. Morcan, M.D. 


Lawson, R. S.: The Results of Operations for Pep- 
tic Ulcer; An Investigation of Cases Over a Ten- 
Year Period at the Royal Melbourne Hospital. 
Austral. N. Zealand J. Surg., 1945, 14: 233. 


Gastric surgery began in 1881, when the first suc- 
cessful operation on the human stomach was per- 
formed by Billroth in Berlin. Later in the same year, 
Woelfler, working with Billroth, attempted to repeat 
this performance in another case of gastric carci- 
noma. However, he found the growth fixed and 
irremovable, and was about to close the abdomen, 
when his assistant Nicoladoni suggested a short 
circuit to the jejunum to circumvent the obstruction 
at the pylorus. Woelfler agreed. He brought a long 
loop of jejunum up in front of the colon and anas- 
tomosed it to the anterior wall of the stomach. Thus 
the first gastroenterostomy was performed almost as 
an afterthought. 

The important modification of making the anas- 
tomosis to the posterior wall of the stomach and 
bringing the loop of jejunum behind the colon was 
devised by von Hacker in 1885. 

Meanwhile other operations were being devised. 
The first successful treatment of a perforated peptic 
ulcer by oversewing was performed by Mikulicz in 
1884. In 1886 the operation now known as pyloro- 
plasty was first performed by Heineke. 

Thus the technical possibilities of gastric surgery 
had been almost fully explored by the early years of 
the present century. Of all these procedures none 
has been so frequently performed or so much a sub- 
ject for controversy as gastroenterostomy. 

The first disillusionment came with the appear- 
ance of a new lesion in pathology—the jejunal ulcer. 
The first authentic case was reported by Braun in 
1889, but no account was taken of it except as a 
curiosity. In 1909 Paterson reported 52 definite 


cases following gastroenterostomy. However, je- 
junal ulcer and other failures of surgery were re- 
ported more and more frequently, irrespective of the 
technique. 

The effects of these disquieting facts and 
opinions were two: (1) more attention was paid to 
the indications for operation, irrespective of any 
stress on particular points in operative method and 
technique, and (2) many surgeons decided to per- 
form more radical operations (despite their higher 
mortality) to effect a cure. 

The true merits of these various operations have 
not yet been clarified, and after sixty years the 
rightful place of gastroenterostomy is still a matter 
of doubt and confusion. Many have become op- 
posed to operation altogether (except for special 
complications), and suggest that a stricter medical 
regime is the only solution; others have sought to 
find a more effective operation; while between is a 
group of surgeons such as Wilkie, Walton, Balfour, 
and Devine who consider that ‘‘gastroenterostomy 
must still remain the basis of average gastric sur- 
gery” (Devine). It would seem that the solution 
can be obtained only by a continual study of the 
results of different methods of treatment. As a 
contribution to this, a review is presented of all cases 
of peptic ulcer for which operation was performed at 
the Royal Melbourne Hospital over the ten-year 
period from 1927 to 1937. 

This review includes operations of election for 
duodenal and for gastric ulcer, operations for py- 
loric stenosis and hourglass stomach, and operations 
for hematemesis and for jejunal ulcer. An attempt 
was made to trace the end-results in all the patients 
who survived. Operations for perforation of a 
peptic ulcer were reviewed over a period of five years 
only, from 1932 to 1937, and only the immediate re- 
sults were considered in regard to these cases. 

The end-results of gastroenterostomy. performed 
for any of the conditions named have been collected. 
One hundred and sixteen such patients were traced; 
74 per cent of these were benefited by operation, 
while a jejunal ulcer developed in 9.5 per cent. In 
regard to gastroduodenostomy, pyloroplasty, and 
pyloric exclusion, the number of these operations 
performed was few (only 28 for all classes of cases). 
The results were indifferent. Operations for the 
control of hematemesis were performed on 18 pa- 
tients. Only 4 of these patients survived. Two 
hundred and thirteen patients with perforated 
peptic ulcer were admitted to the hospital during the 
five-year period from 1932 to 1937. Oversewing of 
the ulcer was performed in 197 of these cases with an 
operative mortality of 25 per cent. The mortality 
among all patients admitted was 30 per cent. 

After a consideration of this series of cases and a 
perusal of a fair proportion of the immense literature 
on the subject, the author believes: that the true and 
essential cause of peptic ulceration is quite unknown; 
that the ulceration per se (whether of stomach or 
duodenum) is a manifestation of a diathesis, or the 
effect of an inherent or constitutional disability, 
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endocrine or neurogenic, or of whatever, nature jit 
may be; that this factor, which is the governing in- 
fluence, varies in the severity of its effects with 
resultant remissions and relapses in its gastric mani- 
festations; that remission may be permanent, i.e., 
a natural cure can occur; or that the factor, what- 
ever it is, may “‘burn itself out’’, just as the effects 
of untreated primary Graves’s disease (thyreo- 
toxicosis) may cease when “the toxic influence 
‘‘burns itself out’, although the host may be 
wrecked or destroyed in the process in either of 
these conditions. 

The degree of gastric acidity may be an index of 
the varying severity of the causative influence and 
is therefore important in prognosis, but it is not a 
prime cause in itself. 

Medical treatment by means of dieting and the 
use of alkaline powders et cetera is no more to be 
regarded as a cure for peptic ulcer than the regime of 
dieting and insulin constitutes a cure for diabetes 
mellitus. 

In the only statistical review which the author 
has been able to discover of the end-results of medi- 
cal treatment, the proportion of patients cured and 
the results generally (after a five- to fifteen-year 
period) were substantially the same as in the cases 
treated surgically (as in the present series). 

Surgical treatment can be of benefit in only two 
ways, both of which are mechanical; namely, 

1. Extirpation of the vulnerable parts in which 
the disease is manifested (though not the true seat 
and cause of it), for example, by partial gastrec- 
tomy. Although often effective, this should not be 
regarded as a cure in the true sense any more than 
the amputation of a gangrenous leg can be said to 
have cured a patient of Buerger’s disease which has 
resulted in the gangrene. 

2. Relief of obstruction, for example, stenosis, as 
by gastroenterostomy. Relief of obstruction may 
also be taken to include the mechanical obstruction 
to the movement of the stomach, as, for example, 
from the adhesion of an ulcer to the pancreas, which 
comes to form the base of the ulcer. Plainly this is 
also a mechanical obstruction to healing, even should 
a permanent remission occur, and only by surgical 
means can this obstruction be overcome. When a 
permanent and apparently true cure follows either 
medical or surgical treatment, it is because this has 
coincided with a natural remission of the essential 
causative factor, or because the process has ‘‘ burnt 
itself out’’ (as may be the case in pyloric stenosis, 
when the gastroenterostomy merely completes the 
cure by the relief of the residual. mechanical ob- 
struction). 

Briefly, then, the author submits a conception of 
peptic ulcer as a disease which essentially runs a 
natural course, and may be lifelong. This is not by 
any means to suggest that treatment is valueless, 
but rather that its scope must be considered in re- 
lation to the natural history of the disease. In this 
regard it is obvious that medical and surgical treat- 
ment each has important and, to some extent, 


complementary roles. However, if the general limi- 
tations of all forms of treatment are understood 
according to this hypothesis, it may be possible to 
form a truer picture of the likely prognosis, and the 
disillusionments which have hitherto been so com- 
mon may be avoided. 

It is submitted that. peptic ulceration is a con- 
stitutional disease essentially running a natural 
course irrespective of treatment. 

JouN E. Kirkpatrick, M.D. 


Walker, R. M.: The Complications of Acquired 
Diverticulosis of the Jejunum and Ileum. Brit. 
J. Surg., 1945, 32: 457- 

Acquired diverticulosis of the jejunum and ileum 
is not uncommon. Approximately 225 examples 
have been recorded in the literature. The condition 
is an acquired one, and the diverticula are of the 
mucous-membrane hernia type. As a rule they find 
their way through the muscular coat of the in 
testine at the point where the main arteries pierce 
the muscle. The upper jejunum is most commonly 
affected. Diverticula in the upper jejunum are 
almost always multiple, and their total number may 
run into hundreds. Here they may enlarge up to 3 
inches in diameter. They have thin walls and wide 
openings into the lumen of the intestine. In the dis 
tal ileum the opening into the lumen of the intestine 
is small. 

This is a disease of later adult life, and the majority 
of the cases are found incidentally at autopsy. 
Dyspepsia is commonly complained of. The com- 
plications which may arise in the jejunal and ilial 
diverticula are the conditions found commonly in 
the gastrointestinal tract. 

Acute diverticulitis of the small intestine, after 
the exclusion of congenital diverticula, has been re 
corded only 19 times; 3 additional examples ar 
added in the form of case reports. Two cases wer 
in the proximal jejunum and 1 case was in the distal 
ileum. These diverticula were in the mesentery 
very close to the bowel and caused obstructive symp 
toms due to their large size and acute inflammation 
Two of the patients lived following the operation, 
but 1 patient expired on the third postoperativi 
day. An analysis of the 19 cases, which are al 
stracted individually, shows a strong tendency to 
ward perforation, and adhesions may form which 
sometimes cause intestinal obstruction subsequently. 
In 16 cases the lesion was in the jejunum, and in 3 
cases it was in the ileum. The nearer the colon was 
approached, the more nearly did the diverticula 
simulate those found in the colon. Acute diverti 
culitis is the most common complication of diverti- 
culosis of the jejunoileum. Four examples of con- 
cretion formation are on record. Sudden severe 
hemorrhage may occur from a jejunal diverticulum; 
3 cases are recorded. There was only 1 example of 
traumatic rupture. There were 2 cases complicated 
by volvulus. The possibility of malignancy as a 
complication should be considered. 

RICHARD J. BENNETT, JR., M.D. 
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Report of the Second State-Wide Survey of Acute 
Appendicitis Mortality. Pennsylvania M. J., 
1945, 48: QII. 

In this second state-wide survey of the mortality 
from acute appendicitis the results in 186 hospitals in 
Pennsylvania as reported in 1937 are contrasted to 
those in the same hospitals in 1942. The mortality 
among the patients with spreading peritonitis follow- 
ing a perforated appendix in 1937 was 25.96 per cent, 
whereas, in 1942, it was 41.17 per cent. Seven dif- 
ferent factors were analyzed in order to determine 
their relative importance: 

1. In 1937 the average hours that elapsed be- 
tween the onset of symptoms and the operation 
in 3,422 patients with perforated appendixes was 
eighty-three and seven tenths hours, whereas in 
1942, in 2,143 patients, it was ninety-two and two 
tenths hours. 

2. The mortality of the patients who were ad- 
mitted with a history of having taken laxatives and 
were operated upon in 1942 was considerably higher 
than that of patients with a similar history in 1937. 

3. In the 1937 survey there were 3,352 patients 
subdivided into 3 groups: 1,118 with spreading peri- 
tonitis, 1,154 with localizing peritonitis, and 1,080 
with appendical abscesses. The first Pennsylvania 
survey demonstrated that patients with a localizing 
process presented a mortality similar to that of those 
who were admitted with a frank spreading peritonitis. 
These patients were placed in the induced spreading- 
peritonitis group, which led to the conclusion that 
if a diagnosis of perforation had been made on ad- 
mission and operation delayed, or if an exploratory 
incision had been made and the process had not been 
disturbed by the removal of or the searching for the 
appendix, this group of patients would have pre- 
sented an appendical abscess with a resultant mor- 
tality of 1.2 per cent instead of 24.35 per cent. 

4. In the 1942 survey, patients were admitted 
with localizing peritonitis but they could not be 
placed in the localizing spreading-peritonitis group 
because 81.62 per cent of all admitted with a perfo- 
rated appendix received sulfonamides. This made it 
impossible to determine the process of a peritoneal 
spread of the infection because of the patients’ reac- 
tions to the absorbed drug and the incompleteness of 
the clinical records. 

5. There were approximately the same number of 
deaths from the anesthesia in the 1942 survey as 
occurred in 1937. 

6. With regard to surgical procedure this report 
showed that of 534 patients operated upon for a 
spreading peritonitis in 1942, 494 (92.5 per cent) had 
their appendixes removed. From this came conclu- 
sive evidence regarding the results of removal or 
nonremoval of perforated appendixes complicated 
with a spreading peritonitis. In the hospitals where 
the minimum mortality was obtained it was achieved 
by doing as little surgery as possible during the pro- 
cess of the fulminating peritoneal infection. In these 
hospitals the appendix was not removed nor searched 
for. Drains were inserted and the wound was not 


sutured. In many of these hospitals absolute ochs- 
nerization was instituted. The operation was de- 
ferred until a localized abscess developed. The 
appendix was not removed and the drains were not 
disturbed before the seventh day. 

In contrast to this conservative routine, a review 
of the results of management in the hospitals where 
an appendectomy was performed immediately, re- 
gardless of peritoneal involvement, showed a consis- 
tently high mortality, as, for example, 70 cases of 
hyperacute perforation presented a mortality of 
82.86 per cent: 1,118 cases of acute perforation with 
a moderately hyperemic peritoneum presented a mor- 
tality of 24.06 per cent: 1,154 cases of subacute per- 
foration with an edematous peritoneum presented a 
mortality of 24.35 per cent, and 1,080 cases with an 
abscess in which the peritoneum was thickened and 
edematous presented a mortality of 1.20 per cent. 

The question of draining the peritoneal cavity in 
appendical peritonitis is answered by the statistics. 
In 1937, 126 patients with appendicitis perforation 
had no drainage, with 74 deaths (58.73 per cent). 
In 1942, however, 34 surgeons removed perforated 
appendixes from 40 patients with appendicitis peri- 
tonitis without drainage and 25 (62.5 per cent) died. 
“The fact that surgeons had not inserted drains in 
the peritoneal cavity in over 68 per cent fewer pa- 
tients in 1942 is encouraging.”’ 

7. There were 21,538 patients who had acute non- 
perforative appendicitis. The exact number in 
whom the sulfonamides were installed in the perito- 
neal cavity is not available. However, the number of 
patients who died following the administration of 
this drug is known because all the deaths were in- 
vestigated. In this group there were 14 who had 
received an average dosage of 9.3 gm. in the perito 
neal cavity and in 11 of these there was conclusive 
evidence that the sulfonamides played at least a con- 
tributing part to the fatality. The mortality among 
566 patients operated upon for spreading peritonitis 
following perforation of the appendix in 1942 was 41 
percent. The mortality among 1,118 patients opera- 
ted upon for the same condition in 1937 was 24.06 
per cent. The same method was used to classify the 
patients in both groups; the percentage of removed 
appendixes in both groups varied but little. There 
was only one major variable—8o per cent of the pa- 
tients with spreading peritonitis in 1942 were given 
sulfonamides, and the author asks what part, if any, 
these drugs played in the mortality. 

In addition, emphasis is laid upon “the early post- 
operative administration of fluids by mouth.”” When 
fluids were given the first day after the operation the 
mortality was 38.10 per cent, whereas if they were 
withheld until the third postoperative day the mor- 
tality was 18.75 per cent. When there is a return of 
peristaltic sounds to all quadrants, small amounts of 
fluids may be safely given by mouth. The maxim in 
the management of peritonitis may well be: “Starve 
the thirst and save the patients.” Patients who re- 
ceived adequate parenteral fluid and pyloric intake 
were invariably not thirsty. 
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The State Medical Society in the State of Penn- 
sylvania has attempted to educate the laity to take no 
laxatives, see a doctor at once, and go to the hospital 
if operation is advised when a patient has a pain “in 
the stomach.” The result of such an educational 
campaign has been a steady decrease in postappendi- 
cal deaths, as shown by the following figures: 


oN ee Varker 1,252 deaths 
Oe OD ES 886” 
EE CE PEE ios Oe 


SAMUEL J. FoGELson, M.D. 


Garlock, J. H.: Further Experiences with the Sur- 
gical Treatment of Intractable Ulcerative Coli- 
iis. N. Vork State J. M., 1945, 45: 1309. 


This report consists of an analysis of 68 cases of 
intractable ulcerative colitis. In 1941 definite cri- 
teria were established for surgical therapy. These 
were: 

1. Uncontrollable bowel hemorrhage 

2. Acute ulcerative colitis with profound toxemia 

not responding to sulfonamides or other medi- 
cal therapy 

3. Impending perforation of the colon 

4. Chronic intractable colitis, with extensive 

scarring of the bowel, polypoid degeneration, 
or rectovaginal fistulas, resisting all forms of 
medical therapy 

5. Segmental ulcerative colitis 

[leostomy should be used under certain definite 
circumstances in the surgical treatment of this dis- 
ease but it is not considered as the procedure of 
choice in the early treatment of all patients with ul- 
cerative colitis. It is indicated as an initial procedure 
under the following circumstances: 

1. Uncontrollable hemorrhage 

2. Acute ulcerative colitis with profound toxemia 

3. Impending perforation 

1. Intractable colitis involving the entire colon 

and rectum, when ileostomy should be the first 
step of a graded resection of the colon. 

The old loop ileostomy should be discarded, and 
for a properly performed ileostomy, the terminal 
ileum should be completely divided with the im- 
plantation of the proximal and distal stomas in sepa- 
rate incisions. Insurance should be taken against 
retraction of either stoma into the abdomen, as well 
as external prolapse of the proximal stoma after it 
begins to function. As a rule there is marked im- 
provement of the patient following ileostomy, but 
ileostomy should in no sense be considered a curative 
operation. It is the first stage of a graded operation 
consisting of subtotal or total colectomy. A very 
active disease may still be present in the colon two 
years after its exclusion by ileostomy: therefore, re- 
establishment of the continuity of the ileum is 
fraught with great danger. If the disease is confined 
to the left colon and rectum and operation deemed 
advisable, transverse colostomy instead of ileostomy 
may be done. In this type of case complete trans- 
section of the transverse colon and its mesentery, 
with implantation of the colostomy stomas in sepa- 


rate incisions after the manner of ileostomy, is the 
method of choice. This is followed at a later date by 
resection of the left colon and the rectum if the 
latter is hopelessly diseased. 

If the rectum and lower sigmoid are found to be 
free of disease on sigmoidoscopic examination, the 
initial operation of choice is an ileosigmoidostomy or 
ileoproctostomy with division of the terminal ileum 
and transsection of the colon proximal to the anas- 
tomosis. The rationale of this procedure has been 
clearly proved by the excellent follow-up results in 
these cases. It is important, however, to exteriorize 
the proximal end of the transsected colon for the 
colostomy stoma. This will permit external dis- 
charge of the foul secretions from the excluded dis- 
eased colon. At a later date the excluded colon 
should be removed in one or two stages. 

Between September, 1937, and April, 1944, 68 pa- 
tients were operated upon. In 38 instances the 
primary operation was ileostomy, with a mortality 
of 6 deaths, or 15.7 per cent. Of the 32 remaining 
patients 5 were subjected to subtotal colectomy in 
one or two stages followed by abdominoperineal re- 
section of the rectum. There were no deaths in the 
latter group and all of the patients are well and 
carrying on their normal activities. In 21 other in- 
stances in the ileostomy group, subtotal colectomy 
was performed in one or two stages but the lower sig- 
moid or rectum were left in situ. In this group there 
were 4 deaths, a mortality of 19.9 per cent. In the 
remaining 17 cases, the greatest interest was directed 
toward the remaining lower sigmoid and rectum 
which were left in situ for possible future use in re- 
establishing intestinal continuity. In 6 of the pa- 
tients in whom originally there was disease in the 
rectum, the ileostomy was taken down and anasto- 
mosed to the upper rectum. Three are alive and well 
after two, three, and five years, respectively. Of the 
remaining 3, 1 developed a severe recurrence three 
weeks after operation and died. One died one year 
later of intestinal obstruction, and the sixth died 
three years after operation from intestinal obstruc- 
tion caused by a band with gangrene of a portion of 
the ileum. 

In the group of 6 primary transverse colostomies 
for disease on the left side, 5 patients underwent left 
colectomy and abdominoperineal resection, and 1 
had only a left colectomy. One of these patients died 
after abdominoperineal resection of an extensive 
retroperitoneal phlegmon. In still another group of 
13 patients, the primary operation was ileoproctos- 
tomy or ileosigmoidostomy with exclusion of the 
diseased colon followed by subtotal colectomy in one 
stage. There were no postoperative deaths but 1 
patient died three years later of intestinal obstruc- 
tion, again caused by a band, and another patient 
subsequently developed disease in the rectum for 
which an ileostomy was necessary. Following this he 
remained well. The remaining patients are well and 
show no evidence of disease. 

Then, finally, there was a miscellaneous group of 
10 patients who had segmental colitis. In 7 of these 
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an ileosigmoidostomy with exclusion of the terminal 
ileum was done. Two died postoperatively, one 
from a sulfanilamide hepatitis and the other from a 
peritonitis caused by unnecessary and ill-advised 
handling of the cecum at the time of operation. Five 
are in good health. Two were subjected to an ob- 
structive resection. In one, the disease was confined 
sharply to the sigmoid colon. He has remained well 
since closure of the colostomy. The other patient 
was submitted to an ill-advised and poorly executed 
operation and died of generalized peritonitis. The 
tenth patient with this segmental colitis of the ascend- 
ing colon had an ileocolic resection in one stage. He 
has been well for six years. 

Finally, the author wishes to emphasize the high 
incidence of intestinal obstruction caused by bands 
occurring some time after colonic surgery. In this 
series of 146 operations, there were 8 patients with 
acute intestinal obstruction which occurred at vary- 
ing times following discharge from the hospital and 
5 of these patients succumbed. This experience em- 
phasizes the importance of peritonealizing all raw 
surfaces at the time of colonic resection and the need 
of eliminating all peritoneal pockets into which a 
loop of bowel might herniate and become obstructed. 

SAMUEL J. FocEetson, M.D. 


Devine, H.: Subtotal Colectomy. Austral. N. Zea- 
land J. Surg., 1945, 14: 219. 


Total colectomy, the removal of the colon to the 
rectosigmoid juncture, is the only operation which 
holds a reasonable prospect of surgical cure in the 
case of diseases such as ulcerative colitis, multiple 
polyposis, Hirschsprung’s disease, and megalocolon. 
Since the rectum is also more or less involved in 
these diseases, it can be argued that total colectomy 
for these types of disease is not based on sound 
premises. 

The operation is of value as it permits the re- 
moval of nearly all of the diseased area, following 
which the disease in the rectum can be dealt with on 
other principles. In the case of ulcerative colitis the 
removal of a large area of infected tissue produces 
general improvement in the patient’s condition and 
enables him to combat the residual disease more 
effectively. The ideal surgical treatment of multiple 
polyposis would be removal of the entire colon and 
rectum, but a permanent enterostomy is a great 
price to pay. 

The practical value of total colectomy is dimin- 
ished by its high mortality rate, which, in the case of 
ulcerative colitis, is prohibitive. The author has 
devised a procedure for subtotal colectomy which 
utilizes the good results of total colectomy without 
incurring its disadvantages. The lower 3 or 4 inches 
of the sigmoid (enough to reach the pubis) are 
spared, left in continuity with the rectum, and used 
as an isthmus to connect the ileum to the rectum by 
the spur and enterotome method. The advantage of 
leaving this isthmus is that danger of leakage from an 
ileorectal suture line, which is the cause of the peri- 
tonitis and high mortality of total colectomy, is 


eliminated. In the spur and enterotome method no 
sutures are necessary to effect the anastomosis. 
Retention of a small segment of diseased sigmoid 
detracts but little from the operation of total colec- 
tomy. 

Examples of the procedure of subtotal colectomy 
as employed for (a) a case of fulminating ulcerative 
colitis, (b) a late case of multiple polyposis, and (c) 
a case of Hirschsprung’s disease are presented with 
case reports. In the latter case the proximal tran- 
section of the bowel was made through the cecum so 
as to preserve the ileocecal valve. The opinion is 
expressed that it is not the removal of the colon 
which is the cause of the high mortality of total 
colectomy, but leakage at the line of anastomosis. 

Joun L. Lrnpautst, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Cruz, R. A., Lira, J. G., and Harnecker, J.: Two 
Cases of Cancer of the Gall Bladder in Young 
Patients (Sobre dos casos de cancer de la vesicula 
biliar en edad juvenil). Rev. méd. Chile, 1945, 73: 
433- 


On August 22, 1944, a girl of seventeen was ad- 
mitted to the Salvador Hospital, Santiago. There 
was no family history of any importance. The pres- 
ent illness had begun three months before with dull 
pain in the right hypochondrium and anorexia. At 
the end of two months her general condition was 
much worse, she had lost 10 kgm. in weight, and 
icterus had developed. Examination on admission 
to the hospital showed a greatly enlarged and nodu- 
lar liver. Liver-function tests were normal. On the 
basis of these findings a diagnosis was made of tu- 
mor, primary either in the liver or gall bladder. 
Operation nine days after admission showed cylin- 
drical epithelioma, probably primary in the gall 
bladder with metastases to the liver. The patient 
died the next day. 

The second patient was a girl of fourteen with no 
family history of any importance. A month before 
her admission to the hospital palpation had shown 
a tumor in the right hypochondrium, which at first 
had caused no disturbance, but four days before ad- 
mission it had become painful. She was sent to the 
Public Health Service where a probable diagnosis of 
hydatid cyst of the liver was made, and the child 
was sent to the hospital. Her general condition was 
normal, she had not lost weight, and examination 
showed only a hard tumor in the right hypochon- 
drium in the form of two spheres with a sulcus 
between them. 

Because of the good general condition of the pa- 
tient and the shape of the tumor the authors were 
inclined to agree with the Public Health Service 
diagnosis, but the fact that the tumor was hard and 
the liver-function tests normal suggested some other 
form of tumor. Operation showed a malignant tu- 
mor made up of small embryonic epithelial cells with 
intense karyokinetic activity. The tumor was prob- 
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ably primary in the gall bladder. The patient was 
taken home by her parents in a state of extreme 
cachexia with enormous enlargement of the liver 
and metastases in both of the lungs, ascites, and 
icterus. 

Statistical tables are given showing the frequency 
of cancer of the gall bladder and its rarity in young 
patients. It seems a striking coincidence that these 
2 cases in young patients were seen within six months 
at the same hospital. Their early occurrence sug- 
gests the possibility of fetal inclusions as the cause 
of such cancers in young people. 

Aubrey G. Morcan, M.D. 


Robinson, H. C., and Alfenito, F. S.: Acute Pan- 
creatitis; A Statistical Review of Recorded Ex- 
perience. Gastroenterology, 1945, 4: 388. 

The authors make a survey of acute pancreatitis, 
which covers the last nineteen years and includes all 
the cases on record in the 3 hospitals of Grand 
Rapids, Michigan. The cases are arbitrarily classi- 
fied as acute hemorrhagic, and acute nonhemor- 
rhagic on the basis of the recorded findings. There 
was a total of 43, 22 being hemorrhagic and 21 non- 
hemorrhagic. The condition almost always occurred 
in married people. In the hemorrhagic group, about 
75 per cent of the cases were males, while in the non- 
hemorrhagic group about 75 per cent of the cases 
were females. The average age of attack in hemor- 
rhagic pancreatitis was fifty-three years and in 
nonhemorrhagic pancreatitis the average age was 
forty-five years. 

Fifty per cent of the hemorrhagic and 75 per cent 
of the nonhemorrhagic cases showed evidence of 
biliary-tract disease. About 30 per cent in the 
hemorrhagic group and 14 per cent in the non- 
hemorrhagic group had a history of previous at- 
tacks which, to the patient, seemed of a similar 
nature. The pathology found in the pancreas is 
implied in the classification. Eight per cent of those 
in the hemorrhagic, and 25 per cent of those in the 
nonhemorrhagic group, which were subjected to x-ray 
study, gave diagnostic evidence of the condition but 
it had not been recognized. 

The total white blood count averaged higher in the 
hemorrhagic group, but in the nonhemorrhagic 
group it was subject to wide variations. There was a 
wide range, from low normal to high, in the fasting 
blood-sugar level in both groups. The blood-serum 
amylase level was elevated in the 7 cases of the non- 
hemorrhagic group in which it was examined. The 
urine showed nothing of significance. 

The onset of symptoms was almost always sudden. 
Invariably, the first symptom was severe abdominal 
pain usually in the upper right quadrant, and in- 
variably there was tenderness in the abdomen, also 
in the upper right quadrant. 

Approximately 70 per cent of the cases in each 
group underwent surgical intervention. The mor- 
tality rate was 87 per cent in the hemorrhagic 
group and 19 per cent in the nonhemorrhagic 
group. CHARLES Baron, M.D. 


Allan, F. N., and Marshall, S. F.: The Surgical 
Treatment of Islet Tumor of the Pancreas with 
Hyperinsulinism. Surg. Clin. N. America, 1945, 
25: 719. 

At the Lahey Clinic, Boston, operation was per- 
formed for hyperinsulinism in 4 cases, and in each 
case an islet tumor was found and removed. 

Recognition of the symptoms resembling the 
effects of an insulin reaction is the first step in the 
diagnosis of islet tumor of the pancreas; when the 
symptoms are severe, leading to stupor or coma, the 
possibility of hypoglycemia is most likely to receive 
consideration. It is essential to note that the symp- 
toms appear when the stomach is empty, and 
subside after the taking of food. 

Reliable determination of the blood sugar is the 
only laboratory test needed in most cases, but the 
test should be done at the time that the symptoms 
are present. A period of fasting may be necessary to 
provoke the symptoms. Next in importance to the 
demonstration of low blood sugar and the relation of 
the patient’s symptoms to the low blood-sugar 
level, is the elimination of nonpancreatic causes of 
hypoglycemia. 

The indications for exploration of the pancreas 
are: (1) repeated fall of the blood sugar below 50; 
(2) simultaneous occurrence of severe symptoms, 
despite attempts to relieve them by dietary regu- 
lations; (3) relief of symptoms after the ingestion of 
sugar; and (4) the exclusion of disorders affecting 
organs other than the pancreas. 

Since the incidence of malignancy in this type of 
tumor is high, early diagnosis and operation are 
very important. The 4 cases operated on were cured. 

SAMUEL Kaun, M.D. 


Moreno, I. G.: Duodenopancreatectomy in Cancer 
of the Head of the Pancreas (Duodeno-pancrea 
tectomia en el cancer de la cabeza del pancreas 
Bol. Acad. argent. cir., 1945, 24: 269. 

While the author himself has had no experience 
with duodenopancreatectomy for cancer of the head 
of the pancreas he discusses several cases. 

One operation was performed by Rey on a patient 
who had a carcinoma of the stomach which had in- 
volved the pancreas. He performed gastrectomy and 
jejunectomy with anastomosis of the jejunum and 
common duct over a Kehr tube and placed a tube in 
the gall bladder. The patient died of broncho 
pneumonia five days after the operation and th« 
sutures were found in good condition. 

In Martiarena’s case the tumor of the pancreas 
was the size of only a small nut but he performed re- 
section without being absolutely certain of its 
malignancy. This operation was successful. 

Luis Giiemes operated on a woman of thirty-one 
who was admitted for an attack of total obstructive 
icterus. Laparotomy showed a nodule the size of an 
egg in the head of the pancreas. There was a stone 
impacted in the common duct by pressure of the 
tumor. As the patient was not in a good enough 
condition to undergo the whole operation in one 
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stage, a biopsy was taken and examination in a few 
minutes showed that the mass was a nodule of 
chronic pancreatitis. A choleduodenostomy and 
cholecystostomy were performed and the wound was 
closed with drainage. The patient died in fifteen 
days because the sutures broke down from steatone- 
crosis caused by the biopsy. Biopsy is not a reliable 
method of diagnosis in these cases because only one 
small part of the tumor may be malignant. 

The author poses the question of how malignancy 
can be determined in these cases but is unable to 
settle it to his satisfaction. 

Child, in a recent article in the Annals of Surgery, 
says that one of the greatest difficulties in these 
cases is to establish the diagnosis of malignancy 
during the operation, and that the choice of the 
operation depends on the surgeon’s skill in making 
this diagnosis from the clinical and macroscopic 
evidence. There are cases in which pancreatectomy 
has been performed on a mistaken diagnosis of 
malignancy, but there are also cases in which pre- 
cious time was lost because of lack of skill in making 
the diagnosis, or of boldness in operating. If there 
is doubt as to the diagnosis it would probably be 
better to place a Kehr tube in the common duct and 
make a study with successive cholangiograms to 
determine whether the obstruction persists; of 
course, any stones will have been removed. 

AupREY G. Morcan, M.D. 


Introzzi, A. S.: Duodenopancreatectomy in Cancer 
of the Head of the Pancreas. Presentation of 
an Anatomical Specimen (Duodeno-pancreatec- 
tomia en el cancer de la cabeza del pancreas. Presen- 
tacion de pieza anatomica). Bol. Acad. argent. cir., 
1945, 24: 410. 

Following a discussion of the clinical and surgical 
aspects of duodenopancreatectomy for cancer of the 
head of the pancreas, previously published, the au- 
thor here presents the anatomical specimen from a 
case on which he operated. The patient was a man 
of fifty-four who had suffered for about two months 


from progressive icterus with great asthenia and con- 
siderable loss of weight. He was operated on for the 
first time on the ninth of March. Operation showed 
a hard tumor of the head of the pancreas about the 
size of an orange. The bile ducts did not show any 
stones or any signs of inflammation. A cholecysto- 
gastrostomy was performed with the intention of 
removing the tumor at a second operation. The 
second operation on the fifteenth of May showed 
that the tumor had decreased in size and become 
harder. The head of the pancreas was removed 
together with the prepyloric region of the stomach 
and the duodenum. The jejunum was anastomosed 
with the stump of the stomach by Polya’s method. 

Histological examination was made of many parts 
of the tumor, but only one, between the opening of 
the duct of Wirsung and that of the common duct 
(where the tumor was harder than elsewhere), 
showed the picture of scirrhous adenocarcinoma. In 
the remaining parts of the tumor the changes were 
inflammatory. 

As biopsy is more or less dangerous and the results 
not certain, it is better for the surgeon to take his 
diagnosis on the basis of examination during opera- 
tion. If the bile ducts show stones and signs of in- 
flammation, the tumor is more apt ‘to be benign; 
otherwise, it is more apt to be malignant. 

At the time of the second operation cholangiog- 
raphy is valuable in examining the terminal part of 
the common duct. If total obstruction persists in 
spite of the derivation of bile practiced at the first 
operation, malignancy is indicated. Needless to say, 
if there are local enlarged glands a gland biopsy is to 
be preferred. 

It is hard to determine the operability of these 
tumors, and particularly whether the periportal tis- 
sue is involved. If it is, the surgeon is obliged to 
leave a part of the tumor attached to the portal vein 
and the operation is useless. However, this cannot 
be determined until the pancreas is sectioned and 
then it is too late to change the type of operation. 

AupreEY G. MorGan, M.D. 





GYNECOLOGY 


UTERUS 


McClure, G. W., and Cattell, R. B.: A Review of the 
Vaginal Smear Method for Early Diagnosis of 
Cancer; A Report of 170 Cases. Surg. Clin. N. 
America, 1945, 25: 550. 

For the diagnosis of early cancer of the uterus 
the authors prefer smears taken directly from the 
cervix with a specially designed cannula, to those 
obtained from the vaginal vault. Of 170 cases in which 
such smears were examined, 146 were considered to 
be negative, 5 were positive, and 19 were atypical and 
required further attention and study. In 3 of the 
5 positive cases, cancer was found at subsequent 
operation; in the 2 others, no malignancy was demon- 
strated on pathological examination of the extir- 
pated uterus. 

The authors suggest that typical cells not very 
different from carcinoma cells may be found after the 
menopause, radiation treatment, or in association 
with cervical inflammation at any age. In these 
groups atypical cells have less significance than in 
the younger age group without pathological change. 

The authors also state that the errors in the posi- 
tive cases all belong to this doubtful group. There- 
fore, a suggestive or positive diagnosis in a patient in 
any of these groups has not the significance it has 
during the childbearing age in the absence of pelvic 
symptoms. GrorcE Buirntck, M.D. 


Ayre, J. E., Bauld, W. A. G., and Kearns, P. J.: 
Test Case to Show the Value of Cervical Cytol- 
ogy Smear in Uterine Cancer Diagnosis. Am. 
J. Obst., 1945, 50: 102. 


A case is presented in detail in which an early 
cervical cancer was detected by cervical cytology 
smears. The lesion was so localized as not to be 
detectable by the trained eye or the finger, and 50 
per cent of the surgical biopsies had failed to show it. 

It would appear that the vaginal and cervical 
cytology smears are of definite value in the diag- 
nosis of very early as well as advanced cases of 
uterine malignancies. EpwWaArp L. CorneLt, M.D. 


Garcia, G., and Campos, F.: An Analytical Study 
of 118 Cases of Uterine Cancer Apparently 
Cured (Estudio analitico de 118 casos de cancer 
uterino aparentemente curados). Prensa méd. mex., 
1945, 5: 40. 

In 1943 Garcia made a statistical study of 549 
cases of cervical and uterine cancer treated by ir- 
radiation at the Cancer Service of the General 
Hospital of Mexico. Among these were 118 which 
did not reach the standard five-year time of sur- 
vival, but on examination from seven months to 
almost five years after treatment they showed no 
signs of cancer. Garcfa calls these apparently cured 
and presents graphs showing a statistical compara- 





tive study of these 118 cases and the entire group of 
cases with reference to various points. The average 
age of the apparently-cured patients was higher than 
that of the whole group, being forty-nine and five- 
tenths years as compared with forty-six and six- 
tenths years. The gynecological and obstetrical 
history of the two groups showed no differences 
worthy of mention. Metrorrhagia was more fre- 
quent in the apparently-cured group than in the 
whole group, appearing in 86.1 per cent of the former 
and in only 50 per cent of the whole group. This 
indicates that metrorrhagia is a symptom that, if 
taken into account at once and treatment sought, 
leads to a better chance for cure. The duration of 
the disease before treatment was begun was shorter 
in the apparently cured cases, which was probably 
due to this early symptom of metrorrhagia. The 
general condition of the patients was better in the 
apparently-cured group. 

A classification of the cases with regard to grade 
and type of the tumors showed that the treatment 
used was effective not only in beginning cases but in 
quite advanced ones, and in a considerable group 
that were inoperable surgically. 

The technique used varied according to the case, 
particularly with regard to the type of radium con- 
tainers used. These must be adapted to the ana- 
tomical conditions and no one type can claim 
superiority over others for all cases. In general, the 
total dosage was around 4,000 mgm. hours, varying 
somewhat with the size of the area irradiated. For 
intravaginal use the filtration was never less than 
1.5 mm. of platinum equivalent, and generally about 
2mm. For intrauterine use a filtration of 1 mm. of 
platinum equivalent was sufficient. 

AupDREY G. Morcan, M.D. 


EXTERNAL GENITALIA 


Whitacre, F. E., and Chen, C. Y.: Surgical Treat- 
ment of Absence of the Vagina. Am. J. Obst., 
1945, 49: 780. 

There are several successful operations for the 
treatment of congenital absence of the vagina. The 
authors were interested in finding a safe procedure 
which is simple and produces a good anatomic and 
functional result without the growth of hair in the 
canal and the irritation from secretions. 

The pyrex-mold, Thiersch-graft method produced 
such a result in the 2 cases herein described. The 
desirable psychic effect on the women, after success- 
ful operation, was striking; this has been noticed by 
several authors. 

The authors of this article take no exception to 
other methods of construction of an artificial vagina; 
they believe that the best method can be deter- 
mined only by examination of the patients several 
years after operation. Epwarp L. CorneE LL, M.D. 
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Douglas, D. M.: Irreparable Vesicovaginal Fistula 
in Iraq. Brit. M. J., 1945, 2: 78. 

The author presents his statistics concerning the 
results of ureterocolostomy in 11 of 29 patients with 
vesicovaginal fistula who were treated in the Royal 
Hospital in Bagdad. The fistulas were all postpar- 
tum in nature, the average length of labor for the en- 
tire group of patients being one hundred and twenty 
hours. Six of these patients, however, had been in 
labor over one hundred and sixty-eight hours. All 
the infants were stillborn. 

Preoperative care in.the 11 patients consisted of 
investigation of the renal function by intravenous 
pyelograms. Urea clearance and concentration tests 
were impossible because of the leakage of urine. 
One patient had a left renal calculus and another a 
bilateral hydronephrosis with pyelitis. Thé colon 
was prepared by withdrawal of food for twenty-four 
hours prior to operation, a purge on the evening of 
the second day before operation and an enema on the 
morning of the day before operation. The operative 
procedures were done in two stages, general anes- 
thesia being used. The ureter was introduced snugly 
into the lumen of the bowel with a cleft-palate needle 
after a hole had been made in the bowel wall with the 
same needle. A flap of parietal peritoneum was used 
to cover the line of anastomosis. 

Postoperative care consisted of the infusion of sa- 
line solution and sulfathiazole, 6 gm. daily for the 
first three days. Two of the patients died of peritoni- 
tis; in 1 the lower end of the ureter sloughed, and in 
the other the suture line failed to heal. Pyelitis 
occurred in 5 of 11 cases, appearing between the eighth 
and fourteenth postoperative days. All these patients 
complained of symptoms suggesting proctitis during 
the period of the infection and all were cured by the 
administration of sulfathiazole. Abdominal disten- 
tion was commonly encountered during the post- 
operative period. The author believes that the high 
mortality is justifiable in view of the fact that the 
patient with an incurable vesicovaginat fistula is so 
uncomfortable. He suggests that the mortality may 
be reduced by experienced operators. 

J. RoBert WIttson, M.D. 


MISCELLANEOUS 


Hesseltine, H. C., Hac, L. R., and Hibbs, D. K.: 
Sulfonamide Therapy in Gonococcal Infection 
in Women. Am. J. Obst., 1945, 49: 746. 


Five hundred and seventy-five women in whom 
the diagnosis and cure of gonococcal infection were 
based on cultural studies were treated with sulfanil- 
amide, sulfapyridine, sulfathiazole, or sulfadiazine. 
Of these, 51 were pregnant. Seventeen per cent of 
the patients were asymptomatic except for a slight 
discharge. The infection was acute in 74 per cent of 


the cases, and of these, 18 per cent already had, or 
later developed, salpingitis or Bartholin’s abscesses. 
Meanwhile, 20 per cent of the patients with chronic 
infections had, or later developed, the same compli- 
cations. 

One-hundred and one patients were exposed to one 
or more infections and became reinfected during the 
period of observation following treatment; 37 were 
again treated with the same drug and 64 were given 
different drugs. 

Of the 44 patients who failed to respond to one 
course of treatment, 6 responded to repeated courses 
of the same drug; 4, while still infectious, became 
delinquent following one course of therapy; 27 were 
cured by a second drug; and 2 became delinquent fol- 
lowing the second course of treatment; 5 patients 
required more than 2 drugs. Drugfast strains of 
gonococci were thus encountered occasionally. 

Sulfadiazine was the drug of choice and, with it, 
94 per cent of the patients were cured; 87 per cent 
were cured with sulfathiazole, 82 per cent with sul- 
fapyridine, and 71 per cent with sulfanilamide. 

Chronic infections responded to treatment as 
readily as did acute infections. Twenty-six per cent 
of the patients had chronic infections, but only 6 
(16 per cent) of the 38 patients who failed to respond 
to one drug had chronic infection. Secondary com- 
plications responded about as well as did acute infec- 
tions. Eighteen per cent of patients with acute in- 
fections had secondary complications; 8, or 21 per 
cent of the failures, occurred in cases with secondary 
complications. 

Infection in the pregnant patient was more resis- 
tant to sulfonamide therapy than infection in the 
nonpregnant patient. Eighteen per cent of the fail- 
ures were in patients who were pregnant, whereas 
the pregnant patients comprised only about 9 per 
cent (51 of 575 patients) of the whole series. The 
rate of failure for the whole series was only 7 per 
cent (38 of 575). Three of the gravid patients did 
not respond to treatment until late in the puerper- 
ium. Not one of the infants developed the infection, 
and except for the routine instillation of silver nitrate 
into the conjunctival sac, no other prophylactic 
measures were used. None of the infants seemed to 
be adversely affected by the treatment during preg- 
nancy. 

Ninety-seven per cent of the patients who re- 
sponded to initial therapy had negative cultures be- 
fore completion of the course of treatment, whereas 
58 per cent of the patients who failed to respond to 
therapy had positive cultures throughout the course 
of treatment. 

The menstrual period is the best provocative test. 
No patient should be discharged without negative 
cultures following one menstrual period, and prefer- 
ably two. Epwarp L. Cornett, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Kuder, K., and Finn, W. F.: Therapeutic Interrup- 
tion of Pregnancy. Am. J. Obst., 1945, 49: 762. 


From September, 1932 to December, 1943 there 
were 280 interruptions of pregnancy for therapeutic 
indications at the New York Lying-In Hospital, New 
York, New York. During this period 46,861 preg- 
nant women were cared for, the incidence of inter- 
ruption being 0.6 per cent. 

Toxemia and cardiac disease accounted for 58.3 
per cent of the interruptions. Because of newer 
modes of therapy, interruption of pregnancy in pa- 
tients with pyeloureteritis and vomiting of preg- 
nancy is rarely necessary at the present time. 

Forty-four, or 15.7 per cent of all interruptions 
were done in negro women. Renal disease accounted 
for 68.2 per cent of all the interruptions in patients of 
the negro race, while it accounted for only 11.2 per 
cent of interruptions in white women. The average 
age of all women was between twenty-five and thirty- 
five years. Eight, or 2.8 per cent, of the interruptions 
were performed in women under twenty years of age. 

The greatest number of interruptions (124, or 44.3 
per cent) were performed in from the eighth to the 
tenth week of pregnancy. At the time of interruption 
72, or 25.6 per cent, of the patients had no living 
children; 75, or 26.3 per cent, of the patients had 1 
living child; the remaining 133, or 48.1 per cent, had 
2 or more children. Forty-nine, or 17.8 per cent, of 
the interruptions were performed in the first preg- 
nancy and 35 of the women never became pregnant 
again, 3 had a second therapeutic interruption, and 
11 had subsequent pregnancies. 

Pregnancy had been interdicted previously in 100, 
or 35.7 per cent of the women. Subsequent preg- 
nancy occurred 3 times after previous sterilization 
which, in 2 cases, had been done elsewhere. 

Two-hundred and four, or 72.8 per cent, of these 
pregnancies were terminated by the vaginal route, 
while a laparotomy was performed in 76, or 27.2 per 
cent, of the women. Tubal sterilization was per- 
formed in 98, or 35 per cent, of the women and con- 
traceptive advice was given in the cases of 113 (40.3 
per cent). Thirteen (6.4 per cent) of the interrup- 
tions performed by the vaginal route were incom- 
plete, and rupture of the uterus occurred in 3 cases. 

One hundred and fifty-seven operations (56 per 
cent) were performed under inhalation anesthesia, 
102 under basal and local anesthesia, and 21 under 
avertin anesthesia. 

Fever developed in 60 (21.6 per cent) patients and 
lasted for periods of two or more days, and 163 (58.2 
per cent) patients were afebrile. 

Thirty-eight pregnancies occurred in 30 women 
after a previous pregnancy had been interrupted for 
therapeutic reasons. Of these, 11 were terminated, 
2 aborted spontaneously, and 25 continued to term. 





Eleven (3.9 per cent) of the patients who had a 
therapeutic termination at the New York Lying-In 
Hospital required interruption in a subsequent preg- 
nancy. When those who had their first therapeutic 
interruption elsewhere are included, 29 repeat ter- 
minations of pregnancy were done in 26 patients, an 
incidence of 10 per cent. 

There were 16 deaths. Of these, 2 occurred in the 
postoperative period. In 13 patients, death was due 
to the disease which was the indication for the thera 
peutic interruption, and in 3 to other causes. 


P EDWARD L. CornELL, M.D. 


aaa on igh R. A., Abreu, B. E., Torpin, R., and 
Fried, G.: Neostigmine Methylsulfate for 
Pre- Rim J. Am. M. Ass., 1945, 128: 585. 


Schockaert and Lambillion, and Dieckmann and 
Michel have demonstrated that approximately 65 
per cent of pre-eclamptic and eclamptic patients 
have shown abnormally great and prolonged blood- 
pressure elevations and antidiuretic responses to 
pitressin. Further studies have shown some antag- 
onism between acetylcholine and pitressin, which led 
to the question as to ‘‘ whether acetylcholine activity 
is altered or abnormal in eclamptic toxemia.” 

The naturally occurring acetylcholine can be po- 
tentiated by inhibited cholinesterase, the enzyme 
which destroys it. Neostigmine methylsulfate has 
this action, for which reason the effects of this drug 
were investigated by the authors in 8 pre-eclamptic 
patients. 

Individual susceptibility to neostigmine appeared 
to vary greatly. Pronounced effects were produced 
in one case with 0.25 mgm. given intramuscularly 
and 0.023 mgm. given intravenously, while another 
case required 1.00 mgm. intramuscularly and 0.75 
mgm. intravenously to produce results. In 3 of the 
5 gravid pre-eclamptic patients, neostigmine, after 
initially elevating the blood pressure from 10 to 20 
mm. of mercury, produced chill, a temperature eleva- 
tion of from 1 to 2° F., and a reduction of the arterial 
pressure from 185/105 to 143/83, from 220/125 to 
124/92, and from 145/82 to 100/60. The arterial 
pressure remained low from four to eight hours, until 
the action of the drug had diminished and until the 
excitement, activity, and pain associated with labor 
had increased the blood pressure. In the 2 other pre- 
eclamptic gravid patients neostigmine failed to lower 
the blood pressure, and in 1 of these it raised the pres- 
sure 20 mm. of mercury. 

The observation that some pre-eclamptic gravid 
patients respond differently to neostigmine than nor- 
mal gravid patients suggests that in pre-eclampsia 
(a) the tissues respond abnormally qualitatively or 
quantitatively to acetylcholine, or, less likely, (b) 
the placenta and other tissues produce a slightly dif- 
ferent choline derivative from that which is normally 
present. SAMUEL J. Focetson, M.D. 
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Palmer, L. J., and Barnes, R. H.: Pregnancy in the 
Diabetic. West. J. Surg., 1945, 53: 105. 

The literature on diabetes complicating pregnancy 
reveals a wide variation in the rate of fetal survival. 
Various reasons have been offered to explain this. 

This article analyzes 68 pregnancies complicated 
by diabetes. Thirty-two living children were ob- 
tained, 5 viable fetuses were lost, and the remaining 
fetuses were lost prior to viability. 

Twenty-two of the women were delivered in the 
Mason Clinic, Seattle, Washington, the remainder 
elsewhere. In 14 of the former group, pregnancy was 
terminated on a predetermined date by cesarean 
section. Labor was induced in 1 patient, and 7 pa- 
tients went into labor spontaneously. The authors 
believe that unless hormonal substitution reduces 
the present fetal mortality, cesarean section at the 
thirty-sixth week is the procedure of choice except 
in women with mild diabetes. 

It is apparent that the greatest fetal risk is asso- 
ciated with patients who have had diabetes since 
childhood. This same group furnished the greatest 
incidence of toxemia. 

Although no correlation was noted between fetal 
death and parity, the authors believe that the num- 
ber of pregnancies should be restricted to 2. 

Management of the newborn consisted of the ad- 
ministration of from 40 to 50 per cent of oxygen, oral 
glucose when indicated, and epsom salts by gavage 
to infants with edema. The only maternal death was 
due to eclampsia. 

Control of the diabetic status was obtained by 
blood-sugar determinations. An average daily diet 
consisted of carbohydrates (200 gm.), protein 
(100 gm.), and fat to complete the necessary caloric 
requirements. No constant alteration of the insulin 
requirements was noted. In this same group of 41 


TABLE I.—CAUSES OF DEATH OF THE FETUS 
BEFORE AND AFTER VIABILITY IN 68 PREG- 
NANCIES 

26 fetuses (38 per cent) failed to reach the week of viability 

9 induced abortions 
2 ectopic pregnancies 
1 premature death of fetus 
14 early spontaneous abortions 
42 fetuses (62 per cent) were carried past the week of via- 
bility 
32 living children (76 per cent) 
7 stillbirths 
3 neonatal deaths 


The indications for therapeutic abortion are as follows: 


TABLE II.——INDICATIONS FOR THERAPEUTIC 
ABORTION AS FOUND IN 7 CASES 


Se A i 
Previous severe toxemia.. . 
Psychosis of pregnancy 
Pulmonary tuberculosis. . . 
Severe pyelitis with acidosis 
Refusal to continue pregnancy. . 


ee ees) 


women, 22 pregnancies occurred before the onset of 
diabetes. The neonatal death rate was 6 per cent, con- 
trasted to the 25 per cent rate after the onset of 
diabetes. 
Recent work indicates that hormonal substitution 
therapy may be of benefit. 
James F. DonneEtLy, M.D. 


LABOR AND ITS COMPLICATIONS 


Leff, M.: The Comparative Action of Hormone 
from the Posterior Pituitary Lobe and Ergo- 
novine in the Third and Fourth Stages of 
Labor. Am. J. Obst., 1945, 49: 734- 


The author used ergonovine intravenously or in- 
tramuscularly as soon as the placenta was expressed 
in over 2,500 deliveries. The uterus contracted 
firmly in less than one minute, but bleeding occurred, 
persisted, and recurred notwithstanding an ap- 
parently well contracted uterus. For a time he was 
puzzled and at a loss to understand why this 
occurred, but now he believes he has an explanation. 

Ergot and its derivatives cause contraction of the 
uterus and maintain it in a tonic state of contrac- 
tion, but they do not produce retraction of the mus- 
cle fibers. To produce retraction, it is necessary to 
have rhythmic contractions and relaxations which 
recur intermittently. This is what takes place in 
normal labor and with hormone from the posterior 
pituitary lobe, but not with ergot. 

Hormone of the posterior pituitary lobe causes 
both contraction and retraction of the uterus and 
produces retraction of the cervix. It should be given 
immediately after the placenta is delivered. 

Ergonovine causes a tonic contraction of the 
uterus but no retraction and should only be given 
twenty minutes subsequent to the extract of the pos- 
terior pituitary lobe when retraction of the cervix has 
already taken place. 

The management of the third and fourth stages of 
labor is given in detail. Epwarp L. Cornett, M.D. 


Sampson, J. J., Rose, E. M., and Quinn, R.: Esti- 
mation of the Work of Obstetric Labor and Its 
Significance in Heart Disease. Am. J. Obst., 
1945, 49: 710. 


A simple method is presented for the estimation 
of the degree and the time distribution of the work of 
obstetric labor by measurement of the oxygen con- 
sumption of the patient. Thirty-nine cases were 
studied. 

The conclusion was drawn that in primiparous 
patients a greater amount of work was done in a 
longer period of time than in multiparous patients, 
as would be expected. Generally, in the first stage of 
labor, periods of increased oxygen consumption al- 
ternated with basal rates probably representing pay- 
ment of oxygen debt, but the patient often demon- 
strated a slight excess oxygen intake one or more 
hours after delivery. 

Multiparous patients rapidly increased their oxy- 
gen intake with delivery, but recovery of the basal 
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rates was prompt, often within half an hour after 
delivery. 

Complicated deliveries were accompanied by a per- 
sistent elevation of oxygen consumption presumably 
caused by an increased circulatory load. 

Five patients with rheumatic disease were studied. 
Two were free of symptoms and presented normal 
oxygen-consumption curves; 1 patient had increased 
dyspnea and developed tachypnea, and had a short 
period with a very high rate of oxygen consumption 
during delivery; and 1 who presented heart failure 
at term, maintained a high oxygen intake after 
delivery and never regained her antepartum cardiac 
functional capacity. The fifth patient developed 
signs of serious failure during a prolonged first stage 
of labor and was delivered uneventfully by cesarean 
section with no consequential increase of oxygen 
intake. 

The work of labor in both primiparous and multi- 
parous women is the equivalent of mild to moderately 
heavy physical labor, thedegreeof whichcannotalways 
be predicted. In the presence of such a simple com- 
plication as a breech delivery, it may be increased 
markedly. This amount of physical work may be 
considered by clinicians as an unsafe risk for life or 
for the maintenance of maximum function of cardiac 
patients in the ordinary routine of life. Cesarean 
section, while presenting other risks, does not carry 
the dangers of this unpredictable load of physical 
work, although postpartum cardiac death is re- 
ported to occur after this procedure for reasons as 
yet undetermined. Epwarp L. Cornett, M.D. 


NEWBORN 


Sorsby, A.: Local Penicillin for Ophthalmia Neo- 
natorum. Brit. M.J., 1945, 6: 903. 

Local therapy with penicillin in a concentration of 

2,500 units per cubic centimeter proved effective in 


21 of 22 cases of ophthalmia neonatorum reported 
previously. In a further series of 38 cases reported, 
2 failed to respond. Twenty-five of the 38 cases had 
been treated by intensive application of the penicil- 
lin, the drops being instilled every five minutes. The 
results were better than those obtained by the in- 
stillation of penicillin at half-hour intervals, as in the 
22 cases reported previously, or at one-hour intervals, 
as in 13 cases in the present series. The 25 cases 
treated intensively included the 2 that showed no 
response, and s that relapsed after initial clinical cure; 
4 of these 5 cases responded well to a second course of 
penicillin. Of the 18 cases that responded initially 
to treatment, 13 showed clinical cure within twelve 
hours, and a further 4 within from twelve to twenty- 
four hours. Severity of the clinical condition does 
not appear to affect the duration of treatment. 
Penicillin is effective against all the common causal 
organisms of ophthalmia neonatorum, including the 
presumed virus of inclusion blennorrhea. Local pen- 
icillin therapy is likely to replace general sulfonamide 
treatment as the method of choice in ophthalmia 
neonatorum. 

It is likely that general sulfonamide therapy of 
ophthalmia neonatorum is already obsolete as a 
routine procedure. The results obtained by the inten- 
sive application of penicillin locally are almost as 
strikingly superior to those obtained by sulfonamide 
therapy as these in turn were over the older methods. 
The reduction of the duration of treatment from 
weeks by the older methods to days by the sulfona- 
mides is paralleled by the reduction of treatment 
from several days by the sulfonamides to as many 
hours by penicillin. Should it prove possible to 
standardize penicillin therapy to a less exacting 
routine than is required at present, an ideal method 
of treatment, free from the disadvantages of sys- 
temic medication, will indeed be achieved. 

CHARLES Baron, M.D. 
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GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Dean, A. L., Abels, J. C., and Taylor, H. C.: The 
Effects of Certain Hormones on Renal Function 
in Man. J. Urol., Balt., 1945, 53: 647. 


The tests of renal function commonly employed 
by urologists, such as the determination of the non- 
protein nitrogen constituents of the blood, excretion 
of phenolsulfonphthalein and the usual concentra- 
tion and dilution tests, frequently give inaccurate 
evidence of the efficiency of the kidneys at the time 
the tests were made. Moreover, these measure- 
ments often provide inadequate information of the 
renal reserve. Rather than being tests of renal 
function and reserve, they are more likely to be mere 
indications of renal failure, for frequently they are 
not abnormal until 50 per cent or more of the kidney 
capacity has been lost. At this time, when renal 
surgery is becoming more and more refined, largely 
because of well directed efforts to conserve function- 
ing renal tissue, suitably accurate measurements of 
kidney function must be used lest the basis of a 
great part of renal surgery will remain empiric. 

For these reasons, during the past two years the 
authors have adopted for routine clinical use several 
recently devised renal function tests hitherto used 
primarily in clinical investigative problems. By 
collecting specimens from each kidney with ureteral 
catheters, information has been obtained regarding 
the state of glomerular filtration, tubular secretion 
and resorption, and the rate of blood flow through 
each kidney. This brief report is an outgrowth of 
such studies. 

An adequate test of the effects of testosterone or 
its propionate on human renal function was made, 
2 groups of subjects being treated with compara- 
tively large doses of the hormones. At the end of the 
periods of administration, no significant effect was 
noted in any case with regard to the rate of glome- 
rular filtration, the renal blood flow, the effective 
tubular secretory mass, or the effective tubular 
resorptive mass. 

It appeared, therefore, that the administration of 
testosterone or testosterone propionate in amounts 
which would have been adequate on the basis of 
animal experiments, did not alter the renal func- 
tions measured. This failure of response suggested 
the possibility that species differences probably 
existed. In other words, whereas the tubular ‘‘secre- 
tory mass’’ of the dog is increased by testosterone 
propionate, this substance affects neither secretion 
nor any other function of the human kidney mea- 
sured in this experiment. 

Because the opportunity was given to study the 
possible renotropic effects of another androgen, viz., 
pregneninolone, one normal man was given paren- 
terally 100 mgm. of this compound daily for thirty 
days. At the end of this period the rate of glomeru- 


lar filtration, the renal blood flow, and the tubular 
‘‘secretory or resorptive mass’’ were not altered 
significantly. 

Studies were made at the Memorial Hospital, 
New York, in 4 women who received from 4 to 6 
mgm. of estradiol benzoate daily for a period of from 
nine to twelve days. A depression of tubular resorp- 
tion of ascorbic acid was obtained in the 3 women in 
whom this measurement was made. In the other 
renal functions studied in this group, no significant 
or uniform changes (in the rate of glomerular fil- 
tration or renal blood flow, or in the tubular resorp- 
tion of glucose or secretion of sodium-para-amino 
hippurate) were noted. 

Although there is no proof that bilateral orchec- 
tomy is followed by any unusual imbalance between 
the production of androgens and estrogens by the 
patient, it is reasonable to expect that this might be 
true. If this were the case, some reflection of the 
hormone imbalance might be shown in an alteration 
of the renal functions. Renal studies were therefore 
made of 2 patients before, and from two to four 
weeks after, orchectomy, and of 2 others three 
months after operation. The measurements made 
both before and after operation failed to show any 
significant changes in the renal functions of these 2 
patients, and the renal functions of the other 2 pa- 
tients were within normal limits. 

It would appear, therefore, that in both labora- 
tory animals and man the investigation of the 
relation of hormones to renal function has only 
begun. The problem is made all the more difficult 
by 2 fundamental observations: (a) species differ- 
ences do exist, and (b) the administration of hor- 
mones does not affect all the renal functions simul- 
taneously. These considerations are now being 
investigated in the Memorial Hospital. 

Joun E. Krrxpatrick, M.D. 


Hudson, L., Cherkes, A. M., and Buchwald, K. W.: 
The Occurrence of Sulfide in Renal Calculus. 
J. Urol., Balt. 1945, 53: 654. 


During the past seven years 153 urinary calculi 
were analyzed by the authors. The incidence of the 
occurrence of the chemical radicals conforms, in 
general, to that reported in recent publications (Do- 
manski, McIntosh, and La Towsky). However, in 
the course of a routine analysis of a large renal cal- 
culus the authors were surprised to obtain evidence 
of the presence of a sulfide. As far as is known, the 
literature contains no previous reference to such a 
phenomenon. The occurrence of a sulfide in a uri- 
nary calculus is not only unusual but difficult to 
explain. 

Whatever the physiological reason for the presence 
of the sulfide, its occurrence in all parts of the cal- 
culus indicates that its presence in the kidney pelvis 
occurred at a time when the calculus was initially 
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deposited and existed throughout the process of 
deposition. To find sulfur in urinary calculi even in 
the organic state is still a rarity. Cystine calculi 
sometimes are found in cases of cystinuria. The 
occurrence of sulfonamide derivatives in calculi has 
recently been reported following the therapeutic use 
of these drugs. Organic sulfur did not exist in the 
calculus described. The sulfur was present entirely 
in a form from which, even after strong ashing, 
hydrogen sulfide was readily liberated by treatment 
with acid, which indicated the presence of inorganic 
sulfide. 

The calculus was composed chiefly of calcium 
phosphate with some calcium carbonate as well as 
small amounts of calcium sulfide. Other data re- 
sulting from a study of a total of 153 calculi are also 
presented. Joun E. Krexpatrick, M.D. 


BLADDER, URETHRA, AND PENIS 


Jacobson, C. E., Jr.: Neurogenic Vesical Dysfunc- 
tion. J. Urol., Balt., 1945, 53: 670. 


In the past ten or twelve years, some of the con- 
fusion formerly associated with neurogenic vesical 
dysfunction has been dispelled. A tentative classi- 
fication of neurogenic vesical dysfunction has been 
brought forward and more rational methods of treat- 
ment than those formerly used have been adopted. 
However, confusion still exists regarding the exact 
nature of the various types of neurogenic vesical dys- 
function and the lesion or lesions responsible for each 
type. Considerable difference of opinion also exists 
regarding the relative merits of cystometry, cystos- 
copy, and urography in the diagnosis of neurogenic 
vesical dysfunction. 

The purpose of this study was to ascertain the 
nature and fundamental characteristics of the vari- 
ous types of neurogenic vesical dysfunction as pro- 
duced in the experimental animal, and to determine, 
in so far as possible, the neurological lesion or lesions 
responsible for each particular type of vesical dys- 
function. An effort also was made to evaluate the 
merits of cystometry in the diagnosis of this condi- 
tion. The status of the upper part of the urinary 
tract and the change in appearance of the bladder 
were studied also. 

Neurogenic vesical dysfunction was produced ex- 
perimentally in the female dog by section of the 
hypogastric and pelvic nerves, by differential sec- 
tion of the anterior and posterior sacral nerve roots, 
and by transection of the cauda equina and spinal 
cord. 

It was evident from experiments on 16 dogs that 
three distinct types of neurogenic vesical dysfunc- 
tion occur in the presence of experimental lesions of 
the extrinsic nerve supply of the bladder and of the 
spinal cord. These have been referred to as: (1) the 
atonic bladder, (2) the autonomous bladder, and (3) 
the automatic or reflex bladder. 

The atonic bladder is the result of a lesion or 
lesions of the posterior sacral roots or posterior sacral- 
root ganglia which seriously interfere with the nor- 


mal transmission of sensory impulses from the bladder 
to the spinal cord. The vesical disability in this par- 
ticular type of dysfunction is usually permanent and 
results from prolonged overdistention and loss of ves- 
ical tone caused by interruption of the sacral (spinal) 
reflex arcs. 

The atonic bladder is characterized by low intra- 
vesical pressure, large capacity, and complete absence 
of any waves of contraction in the cystometrogram. 
A large residuum of urine is always present and in- 
continence is of the overflow or paradoxical type. 

The autonomous bladder is the result of a lesion or 
lesions of the sacral portion of the spinal cord, the 
cauda equina, or the pelvic nerves (anterior sacral 
roots) which seriously interfere with normal motor 
innervation of the bladder. As a result of the loss of 
its extrinsic innervation, well-integrated and sus- 
tained contractions of the detrusor muscle are no 
longer possible and only feeble and inefficient con- 
tractions occur (autonomous contractions). This 
autonomous activity represents either an inherent 
property of the smooth muscle of the vesical wall it- 
self or reflex activity within the vesical wall, in which 
the intrinsic nerve plexus, the pelvic plexus, or both, 
play a part. 

The autonomous bladder is characterized by in- 
creased tone, decreased capacity, and characteristic 
waves of autonomous contractions in the cysto- 
metrogram. Residual urine is usually present and in- 
continence may be of both an active and a passive 
variety. Voluntary control of urination is lost and 
vesical sensation usually is impaired. As a conse- 
quence of the autonomous activity of the detrusor 
muscle, considerable work hypertrophy of the vesi- 
cal musculature develops. Unilateral lesions of the 
sacral nerves result in unilateral hypertrophy of the 
detrusor muscle and in some decrease in vesical 
capacity. 

The automatic, or reflex, bladder is the result of 
a lesion of the spinal cord which is situated above the 
sacral level and which interferes with the cortico- 
spinal pathways (influence of inhibition) to the 
urinary bladder. In such cases the sacral reflex arc, 
or the so-called micturition reflex, is intact, and the 
bladder is capable of responding with the well sus- 
tained and well co-ordinated contractions of the 
detrusor muscle. 

The automatic, or reflex, bladder is characterized 
by decreased capacity, increased tone, and charac- 
teristic waves of automatic, or reflex, contraction 
in the cystometrogram. Residual urine is usually 
present and the incontinence is of an active and peri- 
odic type, occurring intermittently when the bladder 
reaches a certain degree of filling. All voluntary con- 
trol of urination is lost and most, if not all, vesical 
sensation is absent. 

Dilatation of the ureters and kidneys usually was 
found in association with the autonomous type of 
neurogenic vesical dysfunction. This was attributed 
to mechanical or physiological obstruction at the 
ureterovesical junction which resulted from hyper- 
trophy and hypertonicity of the detrusor muscle. 
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The possibility of incompetence of the ureterovesical 
valvelike mechanism (ureterovesical reflex) has not 
been entirely excluded. No dilatation of the upper 
part of the urinary tract was found in association 
with the automatic reflex type of neurogenic vesical 
dysfunction. Slight dilatation of the ureters and 
kidneys was found in association with the atonic 
type of neurogenic vesical dysfunction. This prob- 
ably was the result of prolonged overdistention of 
the bladder and the gradual breakdown of the ure- 
terovesical valve or sphincterlike mechanism. 

Section of the hypogastric nerves and excision of 
the lumbar sympathetic ganglia result merely in a 
temporary decrease in vesical capacity and a slight 
increase in vesical tone. This emphasizes the fact 
that the all important innervation of the bladder is 
by the sacral or pelvic parasympathetic nerves. 

The vesical neck was normal in the automatic, or 
reflex, type of neurogenic dysfunction, slightly dilat- 
ed and relaxed in the atonic type, and usually some- 
what contracted and hypertonic in the autonomous 
type. It is admittedly difficult, however, to evaluate 
accurately the degree of relaxation or contraction of 
the internal vesical mucosa; it generally appeared to 
be normal in the automatic and atonic types of neu- 
rogenic dysfunction, but it seemed to have undergone 
considerable hypertrophy and to be thrown into folds 
in the autonomous type of dysfunction. The ureteral 
orifices were normal in the automatic type of dys- 
function, normal or slightly dilated in the autono- 
mous type, and either dilated or elongated in the 
atonic type. 

Cystometry is useful in the diagnosis and differen- 
tiation of neurogenic vesical dysfunction in the ex- 
perimental animal. The fact, however, that entirely 
different types of vesical dysfunction may produce 
similar, if not identical, cystometrograms is sufficient 
reason that they should be used with caution in 
clinical work. Joun E. Kirkpatrick, M.D. 


Powell, T. O.: Studies on the Etiology of Hunner 
Ulcer. J. Urol., Balt., 1945, 53: 823. 


The etiology of Hunner ulcer is obscure. Powell 
believes that a disease process such as Hunner ulcer, 
which occurs predominantly in the female and in one 
particular location—namely, the dome or anterior 
wall, should have an anatomic factor favoring its de- 
velopment. According to Powell this factor is lymph- 
atic obstruction. 

In support of his contention, he points to numer- 
ous factors which favor lymphatic obstruction in the 
anterior wall of the female bladder. 

1. The lymphatics of the anterior bladder wall are 
drained chiefly by two large trunks and the obstruc- 
tion of either causes lymphatic edema over a large 
area. Posteriorly these trunks are more numerous 
and supply less of the bladder wall. 

2. Communicating lymphatics are found in the 
anterior bladder wall less frequently than in the pos- 
terior wall. 

3. In the female the bladder occupies a lower posi- 
tion than in the male, and lymphatic obstruction 


may result as the female bladder is pushed against 
the symphysis pubis by the uterus. 

4. In the female, pelvic surgery and inflammation 
are common and may lead to obstruction of the main 
lymphatic trunks. 

Histological sections of 3 dogs’ bladders with par- 
tial lymphatic obstruction produced experimentally 
were not unlike those reported for Hunner ulcer. 

WILiiaM W. Scott, M.D. 


Wilhelm, S. F. The Treatment of Rectourethral 
and Rectovesical Fistula. J. U’rol., Balt., 1945, 
53: 719. 

Among the 18 cases of rectourethral and rectovesi- 
cal fistula observed by the author since 1922, the 
most frequent causes were surgical trauma and neo- 
plasm. Of the traumatic cases one was caused by a 
sound, another by a cystoscope, and 5 followed pros- 
tatectomy (transurethral in 2 and perineal in 3). 
There was also 1 case following an attempted radical 
perineal operation for prostatic carcinoma. 

Six rectourinary fistulas were seen shortly after 
perforation. The treatment of these acute fistulas 
was concerned with the control of hemorrhage, ade- 
quate urinary drainage, induced constipation, and 
intestinal bacteriostasis. 

Three of the 6 were cured by the simple methods 
outlined; 1, a large rectourethral fistula following 
transurethral resection, failed to heal. The patient 
in this case subsequently died of a coincidental pul- 
monary carcinoma. The 2 remaining fistulas, which 
had resulted from perineal prostatectomy, also per- 
sisted and were later cured by a perineal reparative 
operation. 

In addition to these 2 cases, there were 7 other 
fistulas of long standing. Two of these chronic fistu- 
las closed under observation with conservative treat- 
ment; 2 others, one in a case of advanced prostatic 
carcinoma and the other in a case of vesicorenal tu- 
berculosis, were obviously unsuitable for any at- 
tempt at surgical repair. Both patients died. The 
remaining 5 patients were subjected to a radical 
reparative operation. 

Radical operation for the cure of chronic recto- 
urinary fistula consists in exposing and excising the 
fistulous tract, and in extensively mobilizing and 
separating the rectum from the bladder and urethra. 
The perineal approach is preferred except in the very 
high fistulas or in the presence of complicating intra- 
abdominal lesions. The opening in the bladder or 
urethra, resulting from excision of the fistula, is 
closed without tension in several layers, with as few 
sutures as possible. Plain catgut is used for the mu- 
cosal layer. The urethral closure is made over an 
indwelling catheter in order to prevent undue nar- 
rowing. 

The fistulous opening in the rectum may also be 
closed in several layers. It is important to separate 
the newly made rectal and urinary suture lines and, 
if possible, to interpose a wedge of muscle or fibrous 
tissue between them. For this purpose, the author 
mobilized the anterior half of the rectal sphincter in 





478 INTERNATIONAL ABSTRACT OF SURGERY 


3 cases and sutured it to the prostatic capsule. These 
patients subsequently had normal rectal control. 

In 2 cases the author was able to free the rectum 
well above the fistula and dislocate it downward so 
that the fistulous defect was pulled outside of the 
anus. The exteriorized excess rectal mucosa, includ- 
ing the fistulous opening, was then amputated and 
the cut edges were sutured to the anal skin margin. 
Unfortunately, however, this method is not always 
feasible, especially if the fistula is high and the rec- 
tum adherent; this was true in 2 of the cases. The 
rectum, however, was mobilized sufficiently to sep- 
arate the urinary from the rectal suture line. 

These rectourinary fistulas are always infected 
despite the preliminary administration of sulfasuxi- 
dine or similar drugs. It is, therefore, advisable to 
avoid any extensive suture of the perineal muscles 
and skin, and on 2 occasions the wound was left 
wide open. The gaping perineum filled in rapidly. 

Diversion of the fecal stream by means of colos- 
tomy proximal to the site of the fistula is usually 
followed by amelioration of the urinary infection 
and by an improvement in the general health. In 1 
of the patients with a narrow tortuous rectourethral 
fistula caused by an abscess, the fistula healed spon- 
taneously following colostomy. On the other hand, 
short fistulas of large diameter rarely close without 
some type of reparative operation. 

Suprapubic cystostomy was done in all of the cases 
subjected to reparative operation. 

Joun A. Loer, M.D. 


GENITAL ORGANS 


Garate, O., and Alonso, A.: Estrogen Treatment in 
Cancer of the Prostate (Estrogenoterapia en el 
carcinoma de la prostata). Prensa méd. argent., 
1945, 32: 1002. 


The authors discuss the theoretical foundations 
for the usé of estrogens in carcinoma of the prostate 
and review the literature on the subject. As old age 
comes on, involution of the seminiferous tubules 
takes place, but, on the contrary, the interstitial tis- 
sue increases and increased amounts of male hor- 
mone are produced. This excess of male hormone 
leads to hyperplasia of the prostatic epithelium 
which may develop into carcinoma by metaplasia. 
The excess of male hormone may be counteracted by 
castration or by the administration of female hor- 
mone. This neutralizes the male hormones, de- 
creases the size of the tumor, and improves the 
symptoms. 

The only real curative treatment of cancer of the 
prostate is total prostatectomy, but this is a very 
serious operation with high mortality and is effective 
only while the tumor is limited to the prostate. 
When excessive amounts of acid phosphatase appear 
in the blood it indicates bone metastases and pros- 
tatectomy is then ineffective. 

The authors conclude from their clinical experi- 
ence and study of the literature that exact diagnosis 
should first be made by biopsy and surgical castra- 


tion performed if it is a case of adenocarcinoma. 
Castration is not effective in undifferentiated tu- 
mors. The bladder should be drained by cystos- 
tomy if the tumor is large and the obstruction great, 
or by endoscopic surgery if the obstacle is small and 
the retention only partial. Estrogenic treatment 
may be given as a supplement to castration. 
AupreEY G. Morcan, M.D. 


MISCELLANEOUS 


Pentecost, C. L., and Pizzolato, P.: Involvement 
of the Genitourinary Tract in Leucemia. J. 
Urol., Balt., 1945, 53: 725. 

A negro, nineteen years of age, was admitted to 
the hospital. His chief complaints were straining 
after urination, which had been present for four 
months, and terminal hematuria and pain in the per- 
ineum, which had been present for one month. 

Physical examination revealed the following posi- 
tive findings: 

The spleen was palpable 5 cm. below the costal 
margin and was smooth and firm. The prostate 
seemed to be enlarged and boggy but was not fluctu- 
ant, and both seminal vesicles seemed greatly en- 
larged; tenderness was elicited by palpation of these 
structures. 

Urinalysis revealed turbid yellow urine, with an 
acid reaction and a specific gravity of 1.012. Micro- 
scopic examination showed numerous red and white 
blood cells, gram-negative extracellular diplococci, 
and streptobacilli. Culture was sterile. 

The diagnosis on admission to the hospital was 
acute prostatitis, possibly with abscess formation, 
and seminal vesiculitis. 

Immediate treatment consisted of bed rest, sitz 
baths, forced fluids, tincture of hyoscyamus, sodium 
citrate, and sulfathiazole, of which the patient re- 
ceived a total dosage of 36 gm. There was no re- 
sponse to these measures. 

Cystoscopic examination with the McCarthy 
panendoscope was carried out under local analgesia 
(4 per cent metycain) on the eighth day of hospitali- 
zation. The bladder was intolerant and it was never 
possible to introduce more than 100 c.c. of fluid at 
any time. Oozing of blood was so marked as almost 
to obscure the field. The mucosa just inside of the 
bladder neck showed marked bullous edema, and 
numerous fingerlike projections of mucosa were visi- 
ble in all areas. The ureteral orifices could not be 
visualized. A tentative diagnosis of papillary carcin- 
oma of the bladder was made. 

The patient’s temperature, which ranged from 99° 
to 99.4° F. the first week of hospitalization, was 
constantly elevated following cystoscopy, and at 
times reached 104° F. The patient had no chills. His 
local discomfort was at first greatly increased and 
was difficult to relieve. An indwelling catheter could 
not be tolerated, and irrigations also proved impossi- 
ble. He died the fifteenth day of hospitalization. 

Necropsy revealed the following positive findings. 
All the organs were extremely pale. The lungs were 
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edematous. The mesenteric lymph nodes were en- 
larged and indurated. The spleen exhibited the typi- 
cal appearance of leucemic infiltration. Portions of 
the mucosa of the stomach, lower ileum, and colon 
were thrown into folds, and the colonic mucosa was 
ulcerated. The kidneys, which weighed 220 and 250 
gm., respectively, contained numerous smooth, 
white, unencapsulated masses, the largest of which 
measured 2.5 by 2 by 1.5 cm. The ureters were enor- 
mously dilated and were filled with clear yellow urine. 

A probe o.1 cm. in diameter, introduced from above 
downward, was passed through the intramural por- 
tion on each side with great difficulty because of 
edema and thickening of the bladder wall in these 
areas. The vesical mucosa was almost completely 
replaced by hemorrhagic papillary projections. 

The prostate gland and the seminal vesicles pre- 
sented no abnormalities. The impression of clinical 
enlargement of the prostate received on each exam- 
ination was evidently due to edema and thickening 
of the bladder wall, and the impression of enlarge- 
ment of the seminal vesicles was due to marked 
dilatation of the juxtavesical portions of the ureters. 

Histological examination of preparations of the 
mesenteric lymph nodes, liver, spleen, gastrointes- 
tinal tract, and kidneys revealed the typical picture 
of chronic lymphatic leucemia. 

Postmortem examination of the blood revealed a 
total white cell count of 100,000 per cubic millimeter, 
99 per cent of which were small mature lymphocytes. 
Sickling was observed in nearly all of the red blood 
cells. The bone marrow was reddish gray and hyper- 
plastic, and the myeloid elements were completely re- 
placed by mature lymphocytes. Joun A. Loer, M.D. 


Quinland, W. S.: Urinary Lithiasis; Review of 33 
Cases in Negroes. J. Urol., Balt., 1945, 53: 791. 


Quinland, reviewing 1,019 autopsies on negroes 
and 14,900 surgical specimens obtained from ne- 
groes, found only 33 cases of urinary calculi. A lower 
incidence of urinary calculi in the negro than in the 
white man has been reported previously by Reaser, 
Carey, Bell, and others. There appears to be no gen- 
erally accepted explanation to justify this racial 
difference. Blood calcium studies by Quinland as 
well as by West and Jefferson (1941) revealed the 
normal range for white individuals. 

The age range for the 33 cases studied was from 
eight months to sixty-nine years. Of these 33 cases, 
13 presented kidney, 4 ureteral, and 15 vesical 
stones. Twenty-seven patients of the 33 were males. 
An analysis of possible etiological factors, such as 
stasis, infection, vitamin A deficiency, revealed no 
significant difference between the negro and the 
white man. Wrttram W. Scort, M.D. 


Josey, A. I., and Kirshman, F. E.: Penicillin Treat- 
ment of Sulfa-Resistant Gonorrhea; Results of 
500 Cases Treated with 50,000 Units of Peni- 
cillin. Ann. Int., M., 1945, 22: 807. 


The Office of the Surgeon General, in September, 
1943, advised that the dosage for sulfa-resistant 


gonorrhea be established at 50,000 Oxford units as an 
initial course, with 100,000 Oxford units to be used 
subsequently in the event of failure to obtain ade- 
quate response to the initial therapy. When a case 
failed to respond to the second course of penicillin, 
the treatment was to be considered a failure and 
other means of therapy were to be initiated. The 
results of such treatment in 500 consecutive cases 
of sulfa-resistant gonorrhea form the basis of this 
report. 

In the actual technique of treatment, penicillin 
powder was dissolved in sufficient sterile, distilled 
water so that 2 c.c. contained 10,000 Oxford units 
and this was routinely administered intramus- 
cularly. The cases were carefully grouped so that 
freshly prepared solutions were always used. The 
original course of 50,000 Oxford units was given in 
doses of 10,000 Oxford units every three hours for 
5 doses. 

In cases in which it was necessary to administer 
100,000 Oxford units, injections of 10,000 Oxford 
units were given at hourly intervals for ro doses. 

At first the patients were required to remain in 
bed five days following penicillin therapy; later they 
remained in bed only on the day they received the 
penicillin, and partook of food and fluids as they 
desired. 

During the early use of penicillin there was a 
twenty-one day follow-up. Material obtained by 
prostatic massage and centrifuged urine sediment 
at forty-eight hours, seven days, fourteen days, 
and twenty-one days were cultured in the Labora- 
tory Service on chocolate blood agar plates con- 
taining proteose No. 3 peptone and yeast extract 
for forty-eight hours at 37° F. in a 1o per cent 
carbon dioxide atmosphere. Later all cases were 
observed over a period of seven days; then, if no 
material could be obtained from the urethra, or if 
cultures or smears of the available serous discharge 
were negative at the end of seven days, the case 
was considered to be cured of gonorrhea. 

In almost all of the patients who responded to 
therapy, there was a remarkable decrease in the 
symptoms of burning and frequency and in the 
amount of urethral discharge within a period of 
six hours following the first injection of penicillin. 
By the next day the urethral discharge was usually 
scanty and serous in character. At the end of 
forty-eight hours the discharge had almost ceased 
and 456 cases had negative cultures at that time. 
However, 18 of these cases subsequently showed a 
positive smear or culture for the neisseria gono- 
coccus and only 438, or 87.6 per cent, were finally 
considered cured by one course of 50,000 Oxford 
units. 

The 62 soldiers who did not respond favorably to 
the first course of 50,000 Oxford units of penicillin 
were given a second course of 100,000 Oxford units. 
Following this dose 45 became culturally negative 
and symptom-free. However, a urethral discharge 
and positive culture persisted in 17 instances. 
After additional injections of penicillin up to a 
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total of 350,000 Oxford units, and local therapy, 
all became culturally negative for the neisseria 
gonococcus and 3 became asymptomatic. There 
were thus only 14 patients who continued to have 
a urethral discharge due to secondary infection. 

The complications in this series consisted of 8 
instances of gonorrheal arthritis and 15 of acute 
epididymitis; in these patients penicillin did not 
have any specific effect. 

Except for the development of mild urticaria in 
5 patients, there were no complications following 
the injection of penicillin. 

Joun W. BRENNAN, M.D. 


McLaughlin, C. R.: Lymphogranuloma Inguinale 
in the Royal Air Force. Lancet, Lond., 1945, 248: 
807. 

A series of 50 cases of lymphogranuloma inguinale 
among white airmen in the West Indies is described. 

Even when the clinical diagnosis was clear, the 
Frei test was often slow in becoming positive, and 
was sometimes persistently negative. The author 
states that it can become positive during chemo- 
therapy. 

Of 26 cases treated with sulfonamides by mouth, 
21 responded well. 

The slow healing of advanced cases is attributed 
to the disturbance of lymphatic drainage rather than 
to secondary infection. 

Surgery is justified in late cases which do not 
respond to sulfonamides. 

Since the healing of an abscess or sinus was re- 
tarded by both diminished lymphatic return and 
inadequate external drainage, some surgical aid was 


considered logical. The usefulness of aspiration has 
rightly been stressed, and 12 of the patients were so 
treated; in 1 patient it was necessary to remove pus 
on six occasions—in fact, the author regarded this as 
the first line of attack whenever fluctuation was 
found. However, only 5 of the 12 men recovered 
without sinus formation or the need for more radical 
surgery, in spite of strict precautions. The local 
injection of drugs was not tried. 

The reason for these failures was later clear. At 
operation, large numbers of individual glands show- 
ing intense fibrous periadenitis, and containing a 
loculus of pus or necrotic material, were found. 
When such cases did not respond to conservative 
measures and the skin appeared certain to give way 
(or had already done so), operation was carried out 
as follows: 

Under general anesthesia the abscess was incised 
(or the sinus laid open) and the affected area ex- 
plored digitally. The associated loculi could be 
entered and curetted, much as a breast abscess is 
treated; by using the finger only, the danger of 
infecting healthy tissues was nil, since the extent of 
the necrotic zone was readily felt. Occasionally, 
scissors were used to open a narrow and densely 
fibrosed track of the ‘‘collar-stud” type. 

Sulfanilamide powder was then packed into the 
wound and kept in contact with it by a length of 
vaseline gauze. This was covered with “elastoplast”’ 
and left for seven days. At the next dressing a clean, 
red granulating surface was found, and powder and 
gauze were reapplied. The wound then healed 
slowly, taking an average of fifty-seven days. 

Joun A. Loer, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Caffey, J., and Silverman, W. A.: Infantile Cortical 
Hyperostoses; Preliminary Report on a New 
Syndrome. Am. J. Roentg., 1945, 54: 1. 


The authors report on 3 patients whose clinical 
and roentgenological findings seem to constitute a 
new syndrome in the pathology of infants. The syn- 
drome occurs during the early part of the first year, 
with tender swellings in one or more sites—usually 
the face and jaws, scapular regions, and extremi- 
ties—and multiple scattered hyperostoses in the 
bones adjacent to the tender swellings and also in 
other bones, where the overlying soft tissues may 
appear to be normal. One of the authors described 
a similar case of this syndrome in the American 
Journal of Roentgenology and Radium Therapy (1939, 
42: 637-655). 

The maternal and birth histories of all of the 
patients were essentially normal. All laboratory 
procedures, including serological tests for syphilis, 
quantitative studies of the blood and urine for 
ascorbic acid, agglutination tests of the blood and 
blood cultures, refuted any evidence of bacterial 
infection or of hemorrhagic disease. Biopsy of the 
affected bones showed hyperplasia of the lamellar 
cortical bone with marked changes in the adjacent 
soft tissues. Roentgenologically there was observed 
external thickening of the cortical bone, with lamel- 
lation in many instances. 

The authors noted that in the lower extremities 
the cortical thickenings did not extend the entire 
length of the bone, but left the terminal segments of 
the shafts uninvolved. In none of the bones was 
there involvement of the spongiosa, metaphyses, 
epiphyseal plates, or ossification centers. The 
active phase of the syndrome subsided completely 
after several weeks with no serious complications 
other than a persistent facial swelling and diaphrag- 
matic paralysis at four years and nine months in 1 
case. 

The differential diagnosis must include: (1) 
scurvy, which can be ruled out by the onset during 
the first weeks of life, an adequate intake of vitamin 
C by the mothers and infants, facial swelling, lack of 
hematuria, and the absence of metaphyseal and 
epiphyseal changes with the presence of mandibular 
hyperostoses; (2) syphilis, which is ruled out by 
the negative serological reactions, mandibular in- 
volvement, and the absence of osteochondritis: and 
(3) neoplasms, which are discounted by the negative 
biopsy reports and the clinical course of the disease. 
Although bacterial infection can be ruled out in the 
differential diagnosis, virus infection and allergic 
reaction are considered worthy of study as etio- 
logical factors in the investigation of future pa- 
tients. Daniev H. LevintuHat, M.D. 


Mateos Lépez, V.: Idiopathic Solitary Bone Cysts 
(Contribuci6n al estudio de los quistes éseos soli- 
tarios esenciales). Revista espan. cir., traumat. y 
ortop., 1945, II: 94. 

In connection with 3 cases of his own, the author 
discusses the question of idiopathic solitary bone 
cysts. These are frequently confused with the cysts 
of fibrous osteodystrophy. They are considered 
very rare, but as he has seen 3 cases in his personal 
practice in three years (without extensive hospital 
service) he thinks it probable that many cases are 
probably not diagnosed or not reported. These cysts 
generally appear during the period of growth from 
six to fourteen years. Of his 2 patients who had cysts 
of the humerus, one was 12 vears and the other four- 
teen years of age, and the one who had a cyst of a 
phalanx was twenty-one years old. 

The femur is the bone most frequently affected. 
The cyst appears as a cavity which enlarges the bone 
and thins the cortex to almost the thinness of parch- 
ment; it generally occurs in the metaphysis, but in all 
of the author’s cases it was in the diaphysis with a con- 
siderable extent of normal bone between it and the 
metaphysis. The nature of the contents depends on 
the age of the cyst. There were no symptoms in his 
cases except the enlargement of the bone until spon- 
taneous fracture occurred. In some cases there are 
vague pains in the affected extremity. There are 
generally giant cells in Howship’s lacunae. 

There are several theories as to the cause of these 
cysts, including the neoplastic, the dystrophic (which 
holds that they are caused by disturbances of the in- 
ternal secretion), the inflammatory, and the trau- 
matic. 

The treatment may be simple trephining and 
curettage of the cavity; the cavity may be filled 
with various ointments, fat, muscle, or fragments 
of bone, and periosteum; a total graft of tibia or 
fibula from the patient may be inserted in the cavi- 
ty; or the affected bone may be resected. 

The author believes that the best treatment is the 
use of a total graft as this serves as a splint. Roent- 
genograms are presented to show its successful use 
in his cases. 

Corrective osteotomies have been reported in some 
cases with deformity. White and Engel report good 
results from the use of roentgen therapy in this dis- 
ease. Aubrey G. Morean, M.D. 


Coley, B. L., and Stewart, F. W.: Bone Sarcoma in 
Polyostotic Fibrous Dysplasia. Ann. Surg., 1945, 
121: 872. 


The authors have no intention of again describing 
the syndrome of bone sarcoma in polyostotic fibrous 
dysplasia. They present 2 instances of malignant 
bone tumor arising on the basis of fibrous dysplasia. 
So far as they know, similar cases have not been de- 
scribed, although they doubtlessly exist. 
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Polyostotic fibrous dysplasia may be added to the 
group of diseases of bone which may, in certain in- 
stances, develop malignant bone tumors. In the 2 
examples so far studied by the authors, the tumors 
have been essentially identical in histological pat- 
tern, namely, nonbone-forming pleomorphic spindle 
and giant-cell sarcomas. Both tumors appear to 
have produced metastases. In both instances the 
response to radiotherapy has been unusual when 
compared to the behavior of similar histological types 
in different clinical settings. Whether this behavior 
will eventually prove part of a general clinical en- 
tity or not must await further cases. 

Rosert P. Montcomery, M.D. 


Hare, H. F., and Haggart, G. E.: Osteitis Con- 
densans Ilii. J. Am. M. Ass., 1945, 128: 723. 


Osteitis condensans ilii refers to a condensation of 
the ilium adjacent to the sacroiliac joint, without 
involvement of the joint space or adjacent sacrum. 
Twenty-three patients presenting these changes 
were seen in 1943. The condition was first described 
in 1926 by Sicard et al., and described subsequently 
by Barsomy and Polgar, Berent and Rendich and 
Shapiro. 

All of the patients were women and the most 
common symptoms were chronic low back and pelvic 
pain. Usually the pain was localized to one sacro- 
iliac region, and in some cases it radiated down one 
thigh. The attacks of pain were brought on by 
bending or lifting, and each subsequent attack be- 
came more severe. The differential diagnosis must 





Fig. 1. Ostertis condensans ilii showing involvement of 
the middle two-thirds of the ilium adjacent to the sacro- 
iliac articulation. This shows sharp demarcation! between 
normal and abnormal bone and normal joint space. 


be made from arthritis, especially the Marle-Struem- 
pell type. 

Treatment consists of rest, baking, massage, and 
a supportive belt. Bed rest is necessary during acute 
attacks. Fusion of the sacroiliac joint may be nec 
essary in some cases. Dante H. LevintHat, M.D. 


Infante, C. J. J.: So-Called Cysts of the Meniscus 
of the Knee (Sobre los llamados quistes de los 
meniscos de la rodilla). Rev. ortop. traumat., B.-Air., 
1944, 14: 83. 

Cysts of the meniscus of the knee were not known 
until 1904 when Ebner described the first case. 
They generally appear between the ages of twenty 
and thirty and are more frequent in men than in 
women. They originate from a myxoid type of de- 
generation which ends in the formation of a cyst. 
The vascular lesions which are seen in histological 
preparations are ordinary lesions which may be 
seen in other pathological conditions of the menis- 
cus. The author believes that the myxoid substance 
contained in the cysts results from liquefaction of 
the myxoid tissue of the region and the addition of a 
pathological secretion. 

The chief subjective symptom is pain which may 
vary from a slight degree to an intense one that 
makes the patient an invalid. The chief objective 
symptom is the tumor. The postural changes due 
to the tumor are significant but not pathognomonic. 

The only effective treatment is surgical removal 
of the cyst together with the whole of the affected 
meniscus. If the surgery is properly performed 
there is little or no danger of recurrence. 

Detailed case histories are given of 10 cases which 
are illustrated with photographs of patients, oper- 
ative specimens, and photomicrographs of the histo- 
logical findings. Eight of these cases were in men 
and 2 in women; 3 were on the right side and 7 on 
the left; 4 were of the internal meniscus and 6 of the 
external; 4 had a history of trauma and 6 did not 
The real cause of the condition is not known. 

AupREY G. Morcan, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Speed, J. S., and Knight, R. A.: The Treatment of 
Malunited Colles’ Fractures. J. Bone Surg., 
1945, 27: 361. 


Not all malunited Colles’ fractures require sur- 
gery. Patients with malunited Colles’ fractures with 
marked osteoporosis and fibrosis of the fingers are 
unsatisfactory candidates for corrective surgery, 
and should have intensive prolonged physical ther- 
apy before any surgery is performed. 

Surgical procedures in 60 cases of malunited Colles’ 
fractures were studied. The type of procedure varied 
with the type of deformity and the degree of dis- 
placement. The objectives of surgical correction 
were: (1) restoration of the part to as near its normal 
anatomy as possible, (2) improvement in function, 
and (3) improvement in appearance. 
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In the earlier cases the radical (lateral) approach 
to the distal end of the radius was employed. The 
dorsal approach is more satisfactory and gives a bet- 
ter exposure of the fracture site. The exposure should 
be adequate, carried down laterally between the ex- 
tensors carpi radialis longus and brevis and the ex- 
tensor pollicis brevis and medially between the 
extensors pollicis longus and extensor digitorum 
communis. The bone is exposed subperiosteally. 

If excision of the distal end of the ulna is indicated, 
a medial longitudinal approach is made, to expose 
the distal end of the ulna subperiosteally. The distal 
end of the ulna is completely and carefully resected. 

The operative procedures were as follows: 

1. Dorsal tilt of the distal radial fragment with 
little or no radial shortening and no appreciable in- 
volvement of the distal radioulnar joint has usually 
been treated by simple osteotomy. Twenty-three 
such operations were done with partial recurrence 
of the deformity in 20 per cent of the cases. 

2. Malunion with radial shortening and broaden- 
ing of the wrist associated with prominence of the 
ulnar head were treated by the Campbell operation. 
Osteotomy of the radius was performed at the old 
fracture site, and a resected oblique portion of the 
ulnar head was utilized as a graft to maintain reduc- 
tion of the fracture. 

3. Severe deformity was treated by using an au- 
togenous or homogenous intramedullary bone peg. 

4. Onlay grafts or dual grafts with vitallium 
screws to hold them in position were used in a few 
severe cases. 

5. Arthrodesis. When it is apparent that a satis- 
factory movable wrist cannot be obtained, wrist 
fusion is the logical solution to the problem. 

6. Resection of the distal end of the ulna. When 
the chief cause of disability is derangement of the 
distal radioulnar joint, this simple procedure gives a 
gratifying result. In younger individuals it is advis- 
able to resect the distal end of the ulna extraperi- 
osteally to avoid bone production. 

Postoperative care following surgical correction 
requires adequate immobilization until union is com- 
plete clinically and roentgenologically. Additional 
treatment is similar to that of a fresh fracture. 

Danie H. LEvinTHAL, M.D. 


Moroney, P. B.: Conservation of the Metacarpus 
by Skin and Bone Grafting in 3 Patients. Brit. 
J. Surg., 1945, 32: 464. 

Three case reports on the treatment of injuries to 
the hand are presented. In the first case the man 
had crushed his right hand in a printing press which 
caused a degloving by avulsion. An immediate 
femoral skin flap was used. The stump of the little 
finger was retained for inclusion in a later femoral 
flap. It is believed that when this type of procedure 
can be carried out the functional end result is far 
superior to that following a higher amputation. 

The second case was one of laundry-roller gan- 
grene in which a late abdominal skin flap was used. 
Four fingers and half a thumb were lost. 


The third case was one in which injury to the 
metacarpals of the left hand was caused by a shell 
fragment. This patient was seen eight days after 
injury. The skin hole was healed under plaster. 
Nonunion of three metacarpals was present. A 
triple bone graft was performed; strong union fol- 
lowed this bone grafting. Serial roentgenographs 
illustrated the course in this case. 

It is believed that chemotherapy and case super- 
vision have resulted in a higher functional end-result 
for the hands in this type of cases when considerably 
more tissues and structures have been saved. 

RICHARD J. BENNETT, JR., M.D. 


Haggart, G. E.: Arthritis of the Hip. J. Am. M. 
Ass., 1945, 128: 502. 


A two-stage arthrodesis was performed on the 
affected hip joint of 12 patients with unilateral de- 
generative arthritis of the hip. The patients were 
between fifty and sixty-five years of age. The post- 
operative course was followed from one to five years. 

The hip joint was exposed by an anterior incision. 
By subperiosteal reflexion of the tensor fasciae lata 
from the external iliac crest and division of thé rectus 
muscle, the joint was exposed. The capsule was 
incised and the head of the femur was dislocated. 
The femoral head was freed from its cartilage with a 
Murphy type of cup-reamer. Exostoses were chis- 
eled off to preserve the normal contour of the head. 
Numerous channels were driven into the head down 
to the neck with a 1/16 inch bit. Small bone chips 
were elevated on the articular surface of the head 
with a V-shaped chisel. A motor-driven burr was 
used to remove the articulating cartilage from the 
acetabulum. Holes were drilled into the walls of the 
acetabulum to hasten revascularization. The head 
was then replaced and the wound closed. A single 
hip spica was applied. 

Ten days later the second stage of the operation 
was carried out. A Smith-Petersen nail was driven 
through a small skin incision inferior to the greater 
trochanter and through the femoral neck and head 
into the superior acetabulum. The usual technique 
with guidewire and fluoroscopic control was fol- 
lowed. The femur was fused in from 30 to 35 degrees 
of flexion, neutral rotation, and about 5 degrees of 
abduction. In ro patients the hip joint ankylosed 
firmly. Previous complaints referred to the knee and 
back were not exaggerated. There were 2 failures. 
In 1 case fusion did not take place because of a large 
bony fragment that underwent aseptic necrosis. 
Fusion of the hip was obtained in the second case. 
The patient, however, failed to co-operate in the 
postoperative period because of marked arterio- 
sclerosis associated with brain changes and was 
therefore unable to increase her activity. 

A one-stage operation consisting of insertion of a 
Smith-Petersen nail into the femoral neck, head, and 
acetabulum was done in patients whose condition 
would not allow a major operative procedure. 

Arthrodesis of the hip joint in two stages was con- 
sidered to be the best treatment in unilateral degen- 
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erative arthritis of the hip joint. The results ob 
tained by arthroplasty using chromicized membranes, 
fascia lata, or vitallium cup as the interposing 
medium were disappointing. Conservative therapy, 
i.e., bed rest, traction, plaster-cast immobilization 
or physical therapy brought only temporary relief. 
GeorceE I. Reiss, M.D. 


Randall, G. C., Ewalt, J. R., and Blair, H.: Psychia- 
tric Reaction to Amputation. J. Am. M. Ass., 
1945, 128: 639. 

The surgeon has a definite responsibility in stimu- 
lating confidence and in teaching a man to use his 
appliance following amputation. There is no general 
agreement as to the peripheral or central origin of 
“phantom limbs,” but most writers agree that there 
is at least a psychological component in all cases. The 
authors believe the individual’s total reaction to his 
injury and his adjustment to it are of greater im- 
portance to his future usefulness and comfort than 
any sensations that seem to come from his missing 
member. 

The most striking feature of the present study is 
the high incidence of psychopathological conditions 
in a group of persons who seem well adjusted to their 
immediate environment. The environment to which 
they are adjusting has certain features that probably 
aid in this adjustment, and these features should be 
adequately substituted in the home after discharge. 
One element of the hospital environment is the ac- 
ceptance of the patient as an ordinary person and not 
as an invalid,a hero, or an objectofpity. Thenurses, 
physicians, fellow patients, and even the people in 
the nearby city have become so accustomed to men 
lacking one or more extremities that the patients are 
looked on as other average citizens. This fact gives 
them great reassurance on their leave from the ward 
and should be a valuable hint to their families and 
the projected reception committees in their home 
town. 

A second feature is the attitude of optimism prev- 
alent among the ward personnel and the patients. 

The importance of a stable wife, sweetheart, or 
mother is enormous. Those who visit them and show 
the normally expected excitement at the reunion and 
accept the injury as an unfortunate but unimpor- 
tantincident give a tremendous boost to their morale. 
The dramatizers, the weepers, and the reflectors add 
further burdens to the soldier who should be protected 
from such foolish behavior. 

Another important feature in the hospital environ- 
ment is the group morale or social pressure toward 
attainment of a useful productive role in life. This 
works subtly but powerfully. For example, only 1 
patient in this series of 100 cases had phantom pain. 
A day or so of group disapproval, often bluntly ex- 
pressed, plus the varied constructive activities of the 
other patients, seems to allay the pain and reorient 
the person toward his problem. The families and 
family physicians should ignore complaints and en- 
courage constructive activity even though they are 
considered unsympathetic. The authors believe that 


an opportunity for a discussion of their problems 
with a competent psychiatrist would aid all patients 
with amputation to a better and more complete ad 
justment. This psychiatric aid should be available 
both in the hospital and after they return home. 

There is considerable difficulty in sexual adjust- 
ment. 

Signs of psychopathology in terms of personality 
change, anxiety, emotional instability, battle dreams, 
and alcoholism occur in a surprising percentage of 
these men. 

An increased religious feeling is common; it is more 
frequent in the battle casualties. 

Ropert P. MontcGomery, M.D. 


FRACTURES AND DISLOCATIONS 


Funsten, R. V., and Lee R. W.: Healing Time in 
Fractures of the Shafts of the Tibia and Femur. 
J. Bone Surg., 1945, 27: 395- 


Textbooks by many authors tend to underestimate 
the approximate time of healing of fractures of the 
tibia and femur. The belief that such fractures do 
not heal as rapidly today as formerly is unfounded. 

Distraction, infection, angulation, and distur- 
bance of the blood supply (which includes remani- 
pulation) are the most important adverse factors 
in nonunion and delayed union. 

In the authors’ series of 256 cases there has been 
no case of nonunion in children under fifteen years of 
age, with the exception of congenital fractures of the 
tibia. There seems to be no great difference in the 
percentage of delayed union or nonunion in patients 
beyond the growing period, whether the fracture be 
in a person of twenty-one or of ninety-one years of 


e. 

The blood supply is the most important factor of 
all elements influencing healing. 

Nature will do a great deal, if given a reasonable 
chance by the preservation of length and alignment, 
and by the restoration of function. The outcome 
will be better with conservative methods, as far as 
the healing time, the comfort of the patient, and the 
end-result are concerned; certainly the chance of 
complications is much less. There are serious 
dangers in radical treatment, but one must admit 
the necessity and advantage of certain forms of in 
ternal fixation in selected cases. The authors 
believe in the use of internal and external skeletal 
fixation of fractures as an unavoidable necessity in 
certain cases, rather than as a routine method of 
choice. Its use in no way speeds the time of union of 
the fracture, and often delays it. Skeletal fixation is 
necessary when it is impossible to hold the fragments 
in position in any other way; its employment usually 
means quicker evacuation of the patient from the 
hospital. However, in all cases, continued and, if 
necessary, prolonged immobilization is urged; and 
early weight bearing, regardless of mechanical 
fixation, should be discouraged. 

Whether the fracture was comminuted, trans- 
verse, oblique, spiral, or compound in the tibia or 
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fibula seemed to make very little difference in the 
healing time, although the comminuted and com- 
pound fractures averaged a little longer. 

Fractures of the lower third of the shaft of the 
femur seemed to heal more rapidly than those in the 
middle and upper thirds. The upper third was the 
slowest to heal and the most difficult to manage, in 
spite of the fact that it was never possible to create 
distraction in this area. 

The percentage of delayed union and nonunion in 
fractures of the femur is not so great as in fractures 
of the tibia. There are more cases of delayed union 
and nonunion in the middle third of the tibia than in 
the upper and lower thirds. 

The majority of the authors’ patients received 
some form of calcium therapy during their fracture 
treatment, with little effect on the end-result. 

In the instructions to patients and students, due 
consideration should be given to the slowness and 
uncertainty of the healing of fractures of the tibia 
and femur, so that patients may be prepared for the 
long period of time possibly necessary for healing. 

In the series of cases here presented, circum- 
stances in some instances necessitated the use of 
skeletal traction, plating, and external fixation 
(Haynes). In none did the authors feel that the 
results obtained by such methods were in any way 
superior to those of conservative treatment, when 
alignment could be maintained even at the expense 
of a loss of length of as much as 34 inch. 

Several charts of the healing periods are presented. 

Rosert P. Montcomery, M.D. 


Eveleth, M. S.: The Use of Sulfonamides in Com- 
pound Fractures. /. Bone Surg., 1945, 27: 486. 


Two series of cases of compound fractures are pre- 
sented. In one series, treated from 1933 to 1941, no 
local or systemic drug was used. In the second, 
treated from 1941 to 1943, one of the sulfonamides 
was used locally and in 30 cases it was given by 
mouth postoperatively. 

One hundred and sixty-six compound fractures 
of the long bones were included in this series. They 
were treated by primary suture following débride- 
ment and irrigation. In 42 cases sulfonamides were 
applied locally and in 30 cases systemic treatment 
was given in addition. The time elapsing between 
the injury and the arrival in the operating room was 
in most cases from two to five hours. 

Definite infection occurred in 19.3 per cent of the 
wounds treated without the sulfonamides. In- 
fection developed in 19.0 per cent of the wounds in 
which the sulfonamide drug was implanted. 

Dante H. Levintuar, M.D. 


ORTHOPEDICS IN GENERAL 


Krestin, D.: The Treatment of Rickets with Single 
Massive Doses of Vitamin D,. Lancet, Lond., 
1945, 248: 781. 

A series of 83 infants under two years of age, at- 
tending the residential and day wartime nurseries in 
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Preston in northwestern England during the winter 
months of 1943 and 1944, and all living under 
similar conditions, showed some degree of active 
rickets as judged by roentgenograms of the lower 
ulnar epiphyses. The series was divided into two 
groups: (a) cases in which the roentgenogram was 
characterized by fluffiness and fraying of the meta- 
physeal line; these were considered to be mild cases 
and were given 7.5 mgm. (300,000 international 
units) of vitamin D2 dissolved in 1 c.c. of oil; and 
(b) cases in which the x-ray changes were more ad- 
vanced —in addition to the fluffiness, the metaphyses 
also exhibited cupping and broadening; in these 
cases the disease was considered more severe and the 
patients received 15 mgm. (600,000 international 
units) of vitamin D2 dissolved in 2 c.c. of oil. 
Unfortunately, biochemical investigations were not 
practicable. 

During the same period of observation, and a 
similar period of the previous year, two correspond- 
ing control groups of infants with active rickets, 
living under the same conditions as the groups cited, 
were likewise classified into a mild and a severe 
group, the mild ones being given the regular Ministry 
of Food cod-liver oil, and the more severe group, 
daily doses of a concentrated preparation. Since the 
results of the treatment in these last two groups has 
already been discussed elsewhere (Brit. M. J., 1945, 
20: 28) they are not discussed in detail in this 
article. 

In 5 (25 per cent) of the 20 infants under one year 
of age in group A, the single, massive dose! of 300,- 
ooo international units failed to heal the condition; 
and although 11 of the 12 infants between one and 
two years of age were cured, the tendency to spon- 
taneous healing during this period of life may be 
greater; therefore this amount of the vitamin must 
be considered inadequate, even for the mildest cases. 

In 4 (10.5 per cent) of the 38 infants under one 
year of age in group B, the heavier dose (600,000 
international units) failed to heal the condition 
after three months; however, in each of these cases 
a second similar dose resulted in healing after six 
months. 

From these figures the author concludes that 
although the single massive dose of 600,000 inter- 
national units of vitamin D exhibits a definite thera- 
peutic value; is simple, safe, free from toxic mani- 
festations,andeconomical;andis not ata disadvantage 
as it lacks the Vitamin A content of cod-liver oil, 
the results are nevertheless less satisfactory than 
those obtained by the administration of regular 
daily amounts of 3,250 international units of 
vitamin D. The single massive-dose method can be 
recommended only when regular methods of ad- 
ministration are impracticable or otherwise contra- 
indicated. Joun W. BRENNAN, M.D. 


Dungal, N.: Rickets in Iceland. .{im./. \/.Sc., 1945, 
210: 70. 

In a survey of 253 children in Iceland, all between 

the ages of three months and two years, a clinical and 
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roentgenological study of rickets was made. Sixty- 
six per cent showed definite clinical findings of rickets, 
35 per cent had a visible Harrison’s groove, 44 per 
cent a rachitic rosary, 54 per cent showed definite 
signs of cranial rickets, and 75 per cent showed roent- 
genographic evidence of rickets. 

The author states that practically every child in 
Iceland will develop rickets unless it receives some 
form of prophylactic treatment, either vitamin D or 
irradiation in adequate dosage. 

Many of the children had received cod-liver oil, 
but only 1 teaspoonful daily (from 2 to 3 gm. con- 
taining between 200 and 250 i. u. per grain), the 
equivalent of between 400 and 750i. u. The nec- 
essary average dose is 1,500 i. u., because there is 
insufficient ultraviolet irradiation during the long 
dark winters in Iceland. 

DANIEL H. LEVINTHAL, M.D. 


Waugh, W. G.: Acid Injection for Osteoarthritis. 
Brit. M. J., 1945, 1: 873. 


Monoarticular arthritis of the hip joint is partic- 
ularly resistant to treatment. The author has had 
little or no success with the methods of treatment 
usually recommended, such as hot packs, mud packs, 
radiant heat, electrical treatment by ionization, and 
deep x-ray therapy. Therefore he adopted the 
method of acid injection, which he has used success- 
fully in the treatment of osteoarthritis of other 
joints. Once a week he gives an injection of from 15 
to 20 c.c. of a solution of lactic acid with a pH of 
5.8, together with procaine, into and around the 
joint. This is followed by manipulation and exer- 
cises in flexion, abduction, and extension carried out 
persistently by the patient himself. If there is an 
extreme loss of joint space it is hard to give this 
treatment. 

The author has treated 108 cases in this way 
during, the past five years. Because of war condi- 
tions he has been able to make a complete follow-up 
in only 26 of these patients, and only 18 patients had 
followed the instructions completely. These pa- 
tients were almost entirely relieved of pain, their 
degree of disability had been reduced greatly, and 
the patients had been able to return to work. 

Aubrey G. Morcan, M.D. 


Sherman, M. S.: Acute Anterior Poliomyelitis. J. 
Am. M. Ass., 1945, 128: 722. 


This report supplements a preliminary report pub- 
lished in May, 1944, relative to a group of 70 cases of 
acute anterior poliomyelitis treated by general sup- 
portive therapy during the acute phase of the dis- 
ease. 

The author states that at eighteen months, 81.4 
per cent of the total initial group previously reported, 
or 89.1 per cent of the survivors, have either no resid- 
ual weakness or only a slight weakness, and 10.9 per 
cent of the survivors have a handicap which will re- 
quire braces or surgery. 

The author emphasizes the fact that the amount of 
ultimate recovery depends primarily on the extent of 


initial involvement of the central nervous system and 
not on the type of treatment. 
DanteL H. Levinraar, M.D. 


Bernstein, H. G. G., Clark, J. M. P., and Tun- 
bridge, R. E.: Acute Anterior Poliomyelitis 
Among Service Personnel in Malta. Brit. M. J., 
1945, 1: 763. 

Only 4 adults among the Maltese civilians were 
found to be affected with acute anterior poliomyeli- 
tis in the epidemic which occurred in'Malta. None 
were recorded among Maltese troops, although they 
were working side by side with troops of the United 
Kingdom. Fifty-seven cases of poliomyelitis were 
observed among the troops, 2 in the Royal Navy, 27 
in the Army, and 28 in the Royal Air Force. 

The onset of the condition was sudden and drama- 
tic in most instances. Headache, muscle weakness, 
pain in the neck, back, and limbs, and malaise were 
the prominent prodromal symptoms. The average 
duration of the preparalytic stage was from three to 
four days. 

The spread of the paralysis was descending in 10 
and ascending in 3 patients. In the rest of the 
cases the paralysis was of the “jumping’’ variety, 
affecting irregularly muscles in the upper or lower 
extremities, or in the trunk. In many cases the mus- 
cles which were apparently not affected after ten 
days showed considerable weakness after from four 
to six weeks. By keeping patients in bed the 
strength of the affected muscles could be fully evalu- 
ated and deformities minimized. 

The diagnosis often offered consideraLle difficulty 
because many cases of infective hepatitis, undulant 
fever, enteric fever, infective neuritis, sciatica, diph- 
theritic polyneuritis, and hysteria were sent to the 
hospital with the diagnosis of acute anterior polio- 
myelitis. 

In 66 per cent of the patients the legs were affected 
either alone or in association with other muscle 
paralysis. 

The spinal fluid showed a high cell count mostly 
of lymphocytes and monocytes; occasionally poly- 
morphonuclear leucocytes predominated. 

In the 11 fatal cases the cell count on admission 
ranged from 100 to goo per cubic millimeter. Two 
severe cases had an initial count of only 40 cells 
per cubic millimeter. The cell count became normal 
from ten to twenty-one days after the onset. The 
protein content remained high or continued to rise 
for from two to four weeks. 

All doubtful cases were quarantined in one ward. 
Once the diagnosis was established the patients were 
transferred to another ward. At the end of ten days 
all patients except those with respiratory paralysis 
were transferred to a convalescent ward where no 
further precautions were taken. 

Physical therapy and immobilization according 
to known orthodox principles were used in the treat- 
ment. In cases with respiratory paralysis (peripheral 
type) the Drinker respirator was found beneficial 
and was preferred to all other types of respirators. 
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Artificial respiration (Schafer or Sylvester) was not 
tolerated by any patient. The only effective method 
was a “rapid pressure and release’”’ (30 times per 
minute) over the lower end of the sternum with the 
palm of the hand. Cyanosis disappeared and the pa- 
tient was greatly relieved. If the respiratory par- 
alysis was central in origin no form of artificial res- 
piration was of avail. Serum and sulfadiazine was 
used in a limited number of patients without any 
beneficial influence on the course of the disease. 

The postmortem examination of the 11 fatal adult 
cases showed the brain to be edematous and con- 
gested in 9 cases. The gyri were flattened. In 6 
cases medullary, midbrain, and pontine hemorrhages 
were found. Dilatation of the right side of the heart 
was found in 8 cases. GeorcE I. Ress, M.D. 


Agius, T., Bartolo, A. E., Coleiro, C., and Seddon, 
H. J.: The Poliomyelitis Epidemic in Malta 
from 1942 to 1943. Brit. M. J., 1945, 1: 759. 


The population of Malta and nearby Gozo had 
been subjected to a long aerial bombardment. The 
food shortage approached famine. Soon after the 
siege of these islands was lifted an epidemic of acute 
anterior poliomyelitis broke out. There were 400 
cases of poliomyelitis observed, almost all in children 
under the age of five. Fifty-seven cases were known 
to have occurred among service men of the United 
Kingdom. 

The onset and the symptoms of the disease were 
not typical. In many cases the diagnosis was made 
only after actual muscle paralysis had set it. Some 


cases were mistaken for paralytic chorea, diphtheria, 
or meningitis. 

The disease followed the usual well known course. 
The spine sign (inability to approximate the chin to 
the bent knees), the earliest and most constant sign 
of early poliomyelitis, was absent in this series of 
cases. There was no correlation between prodromal 
objective findings and complaints, i.e., pain, vom- 
iting, and the distribution of eventual paralysis. 

Thirty-seven children died (9 per cent). In 14 
cases death was due to respiratory paralysis. One 
child died of convulsions. Twenty-three children 
died of intercurrent diseases. Of the survivors, 152 
made a complete recovery; two-thirds were well 
within the first three months when physical therapy 
was not available. Thirty more recovered after from 
nine to twelve months. In these cases muscle re- 
education was necessary for the complete restoration 
of function. 

A survey made sixty-two months after the out- 
break showed no further improvement. It was con- 
cluded that no further improvement was to be 
expected in cases still paralyzed after twelve months. 
About 100 patients had abdominal and spinal paral- 
ysis. All but 21 regained good power in these 
muscles. Unilateral facial paralysis was observed in 
47 cases, and in ro cases some residual paralysis 
persisted. 

Treatment consisted of physical therapy, muscle 
re-education and splints when indicated. The swim- 
ming pool was not used because of the prevailing 
scabies and impetigo. GrorcE I. Retss, M.D. 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Blain, A., III.: Dissecting Aortic Aneurysm In- 
volving a Renal Artery and Simulating Acute 
Nephrolithiasis. J. Urol., Balt., 1945, 53: 753. 


Genitourinary symptoms may be produced by 
many varied medical conditions. For example, hem- 
aturia may be caused by the nephritides, thrombo- 
cytopenic purpura, malignant hypertension, infec- 
tious mononucleosis, and dissecting aortic aneurysm. 
It is well known that aortic aneurysms may give 
rise to urologic symptoms, but the acute and chronic 
symptoms resulting from the dissecting type of ab- 
dominal aortic aneurysm are not as well known. 

Laennec is credited with giving the condition its 
name, but Morgagni, in the Eighteenth Century, 
gave the first authentic report of a case. Since that 
time, at least 580 cases have been reported in the 
literature, and 60 of these were diagnosed clinically 
before autopsy. Recently this diagnosis has been 
made more often as the condition has become better 
known. 

Soma Weiss, in 1936, diagnosed a dissecting aortic 
aneurysm involving the renal and iliac arteries from 
a case report in a clinicopathological conference at 
the Massachusetts General Hospital, Boston. He 
remarked that total hematuria is an unusual feature 
of the dissecting aneurysm and must indicate dissec- 
tion of at least one renal artery or compression of its 
orifice with infarction of the kidney. The autopsy 
findings here corresponded closely with his clinical 
diagnosis. Actually only part of the cortical portion 
of the kidney was infarcted, which indicated the ex- 
tensive collateral circulation that must have been 
present. 

Peery, in 1936, reported 5 cases of dissecting aortic 
aneurysm in 1 of which a large left kidney infarct 
was produced. Rogers, in 1938, reported 3 cases, 2 of 
which involved the renal arteries. Here the diagno- 
sis was suspected from the clinical history (sudden 
onset of severe midline chest and abdominal pain 
with sensory changes). When hematuria developed 
later, it was believed that the renal arteries had been 
involved. Stevenson reported a case of dissecting 
aneurysm of the thoracic aorta with a large hema- 
toma in the left loin and associated nephrolithiasis 
and pyelonephritis. 

Buckley, in 1940, reported 2 very interesting cases 
of dissecting aneurysm of the abdominal aorta with 
hematuria. The first had existed one month before 
a severe chest pain originated beneath the sternum 
and passed downward through the chest and abdo- 
men; later it centered in the lumbar muscles along 
the spine. There was numbness of the left leg and 
inability to move the left foot for two weeks. 
Twenty-seven months later, the cause of the hema- 
turia was found to be a dissecting aneurysm which 
extended into the left renal artery. 


Leitch, Halpin, and Uhle all reported cases of ab- 
dominal aneurysm masquerading as primary urolog- 
ical disease. Thus, at least 15 cases have been 
reported in which hematuria and other urologic 
symptoms were an important feature of the clinical 
picture produced by dissecting aneurysm. Of these, 
9 were diagnosed clinically, although all were not 
diagnosed initially. 

The authors then present 2 cases of dissecting 
aneurysm involving the renal arteries. The first, in 
a sixty-one-year-old negro with syphilis and hyper- 
tension, occurred on September 12, 1944. The pa- 
tient developed an excruciating pain in the right 
costovertebral angle which radiated down toward 
the groin and medially toward the midline of the 
back and anteriorly (bilaterally) toward the midline 
of the chest. The patient had many red blood cells 
in his urine, and was in severe pain, orthopneic, and 
covered with cold sweat. The pain could not be ade- 
quately controlled with morphine for the first three 
days. The hematuria persisted and the patient de 
veloped a markedly elevated blood-urea nitrogen. 
Ecchymotic spots in the loins appeared. Seven days 
later the urine was clear. Seventeen days after ad 
mission the patient developed a sudden chest pain 
and fell dead. The final clinical diagnosis was hyper 
tensive heart disease, active syphilis with possible 
luetic aneurysm of the aorta, renal infarction, and 
or dissecting aneurysm of the abdominal aorta in- 
volving the right renal artery. Autopsy revealed 
arteriosclerosis of the aorta with a dissecting an- 
eurysm from the base of the left subclavian artery 
to the iliacs. It had perforated and produced a ter- 
minal hemothorax. The other findings were con- 
sistent with the clinical impression except for the 
absence of luetic aortic aneurysm or aortitis. The 
proximal 3 cm. of the right renal artery was involved 
in the organized clot of the aneurysm. Neither 
kidney was infarcted. The dilatation of the aortic 
arch was due to hypertension and arteriosclerosis. 

The second case was diagnosed on admission. It 
occurred in a forty-seven year-old negro with hyper- 
tension and who had been treated for syphilis; he 
suddenly developed a very severe pain, most pro- 
minent in the left costovertebral angle and under the 
sternum. It radiated to the epigastrium and to the 
back as high as the angle of the scapula. The pain 
did not radiate into the left inguinal region or down 
the left arm. The pain was constant and intensified 
with motion. The patient was orthopneic and 
covered with a profuse cold sweat. A definite tra- 
cheal tug was present. There was aortic widening 
on percussion which was confirmed on x-ray examin 
ation of the chest. A harsh systolic aortic murmur 
was present. The patient died the next morning 


before any further diagnostic tests could be done. 
The diagnosis of ureterolithiasis and myocardial in- 
farction was ruled out in favor of a dissecting aneu- 
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rysm. The pain and tenderness in the left costover- 
tebral angle led to the assumption of dissection into 
the left renal artery. In this case the absence of 
sensory disturbances and purpuric skin: eruptions 
was notable. 

The autopsy showed a dissecting aneurysm of the 
aorta beginning at the level of the left subclavian 
artery and extending down past the bifurcation of 
the iliac arteries. The left renal artery was involved 
by direct extension for 4 cm. The right renal artery 
was involved but neither kidney was infarcted. No 
evidence of syphilitic aortitis was present on any sec- 
tions, only generalized arteriolar sclerosis. 

The features of this case emphasize the need for 
consideration of the diagnosis of dissecting aneu- 
rysm in patients whose symptoms are urologic but 
atypical in certain respects. For example, in cases 
in which the patients are suspected of having nephro- 
lithiasis but with pain that is more excruciating than 
usual, with associated shock or sensory disturbances 
in the lower extremity, or with ecchymotic areas on 
the lumbar skin, dissecting aneurysm should be con- 
sidered. A difference in pulse in the upper and lower 
extremities is sometimes found. A negative flat film 
of the kidneys is usually present. The pain radiates 
to the chest and midline of the back and is constant, 
instead of radiating to the groin and being colicky in 
nature. The initial pain is often described as tearing 
in nature, but, rarely, there may be little or no pain. 
Males are afflicted twice as often as females, and 
whites four times as often as negroes. Hypertension 
is often associated with the condition. Syphilis is not 
an etiological factor. The condition is mostly found 
between the ages of forty-five and sixty-five. 

Dissecting aneurysm of the abdominal aorta may, 
by involving one or both renal arteries, produce a 
urologic syndrome simulating acute nephrolithiasis 
or other urinary disorder. If one considers this, the 
diagnosis can be made clinically in many cases. 

RoBeERT R. BiGELow, M.D. 


St. John, F. B., Scudder, J., and Stevens, D. L.: 
Spontaneous Rupture of the Axillary Artery. 
Ann. Surg., 1945, 121: 882. 


The authors report a case of spontaneous rup- 
ture of the right axillary artery following slight 
exertion in a fifteen-year-old boy. It followed a 
slight muscular effort, and ended in fatal hemorrhage. 
The autopsy disclosed unusual and unfamiliar al- 
terations of the arterial wall, not only in the rup- 
tured vessel but in several other intact medium- 
sized arteries. In a review of the literature, the 
authors noted only 1 similar case. 

To combat the hypoproteinemia, the patient re- 
ceived 1,000 c.c. of recalcified plasma. During 
operation 1,800 c.c. of citrated blood were trans- 
fused within a period of two hours. The total amount 
of citrate administered in forty-eight hours was 
24 gm. In retrospect, the authors state that this 
may have been too much, as the patient developed 
pulmonary edema and showed blood-tinged fluid 
in the pleural and pericardial cavities, The authors 


state that direct whole-blood transfusions, rather 
than citrated blood, should have been given on 
admission and that the boy should have been 
operated upon immediately. On account of his low 
protein values the authors believe that he should 
have received serum rather than plasma. 

The authors are concerned with the pathogenesis 
of the arterial lesions. Three possibilities are 
given: (1) the arterial lesions represent a con- 
stitutional malformation; (2) they are the effect 
of some unknown dietary deficiency; and (3) they 
are the late result of some vascular toxin upon the 
media. A specific infectious etiology seems highly 
improbable in the absence of any inflammatory re- 
action, either local or systemic. 

The fact that the boy had always been frail and 
bruised easily indicates vascular fragility. There 
has been little investigation in regard to congenital 
hypoplasia of the somatic vessels. The changes 
described by Hanseman, Askanazy, Orliansky, and 
Wiesner do not tally with those found in this case, 
nor is there any record of such congenital hypo- 
plasia which led to spontaneous rupture except in the 
miliary cerebral aneurysms. On the other hand, 
the local defects in the vascular smooth muscle. 
with derangement of the normal relation between 
muscle fibers, elastic fibers, and connective tissue, 
suggests an architectural anomaly rather than 
cicatrization from previous destruction. 

Vitamin deficiency has also been considered. 
Actual necrosis of muscle fibers, with calcification, 
was not present. 

The question is raised as to whether the vascular 
lesions might be attributed to diphtheria toxin. 
Medial degeneration of the aorta, usually with 
calcification, may be readily produced in rabbits by 
diphtheria toxin. In this patient, however, there 
was no necrosis, calcification, nor destruction of the 
elastic fibers. The lesions were confined to the 
larger peripheral vessels and were not present in the 
aorta. These points speak against’ their having 
been caused by diphtheria toxin. 

The authors review a similar case reported in 
1928 by Koch. In reviewing cases of spontaneous 
rupture of the inferior epigastric and internal mam- 
mary arteries, the authors found that practically 
all of these vessels were the site of known and fami- 
liar changes, i.e., periarteritis nodosa, Moncke- 
berg’s sclerosis, arteriosclerosis, aneurysm result- 
ing from arteriosclerotic changes, medial necrosis, 
or some type of arteritis. There was usually a his- 
tory of some relatively recent infectious disease. 

In conclusion, the authors state that a study of 
the large peripheral arteries showed a histological 
malformation in the arrangement of the various 
components of the arterial wall. They reached no 
conclusion as to the etiology. The descriptive 
term, ‘‘arterial myopathy,’’ is suggested to desig- 
nate these unusual changes which appear to have 
resulted either from primary developmental defect 
or secondary loss of medial musculature. 

HERBERT F. THurston, M.D. 
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Northway, R. O., and Buxton, R. W.: Ligation of 
the Inferior Vena Cava. Surgery, 1945, 18: 85. 

[he authors present a summary of their experi- 
ences in ligation of the inferior vena cava for both 
chronic thrombophlebitis and phlebothrombosis. A 
brief history of the procedure of ligation of the infe- 
rior vena cava is presented. In 1937, 48 cases of total 
ligation of the inferior vena cava, carried out by 27 
operators, were collected from the literature. Un- 
doubtedly, many more caval ligations have been 
done since this report. 

In more recent years, attention has been focused 
upon the quiet thromboses occurring in the lower ex- 
tremities, and removal of the thrombus followed by 
ligation of the major venous trunk has been the pro- 
cedure of choice in most instances. In cases in which 
bilateral involvement has occurred and rapid pro- 
gression of the thrombotic process is present, ligation 
of the common femoral vein, preceded by aspiration 
of the thrombus, may be insufficient and ligation at 
a higher level may be deemed necessary. When the 
involvement is bilateral, ligation of the inferior vena 
cava is often preferable to bilateral ligation of the 
external or common iliac veins. 

The high mortality rate formerly associated with 
this precedure resulted from the disease process al- 
ready present or the subsequent postoperative com- 
plications, rather than from the consequences of the 
actual vein ligation itself. Since successful ligation 
of a major venous trunk necessarily implies that an 
adequate alternative venous route is available, the 
authors note that the necessary anastomoses about 
a point of obstruction in the inferior vena cava be- 
lowthe level of the renal veins must, in large measure, 
reflect the connections involved in its embryonic 
development. A discussion of the systemic venous 
drainage in young embryos is presented. 

A study was attempted by one of the authors to 
determine the more important pathways by which 
blood is returned to the heart following ligation of 
the inferior vena cava below the renal vein. The 
technique is described. By means of these plexuses 
about the vertebral column, plus the free anastomo- 
ses about the point of obstruction, there was ready 
filling of the vena cava above the obstruction, of the 
azygos system, the intercostal veins, and the supe- 
rior vena cava. Since all abdominal viscera were re- 
moved, communications with the portal system were 
not verified. 

The inferior vena cava is reported as having been 
the site of election of vein ligation in ro patients, 
The ages of the patients in this series varied from 
twenty-seven to seventy-four years. Three of the 10 
patients presented themselves because of multiple, 
recent pulmonary emboli, 4 because of chronic edema 
of the legs with ulceration, 2 because of painfully 
swollen legs without ulceration, and 1 because of epi- 
gastric pain associated with phlebothrombosis. The 
technique of the surgical procedure is described. The 
operative procedure has been well tolerated by these 
patients and no fatalities have occurred. Ligation of 
the inferior vena cava is attended by a variable, but 


usually marked, increase in the venous pressure in 
the lower extremities. In 2 patients this necessitated 
numerous ligations of prominent varicose veins in 
the legs, and in another, ligation of the enlarged 
thoracoepigastric veins. 

The venous pressure has remained elevated to a 
varying degree in all patients to date. There have 
been no clinical symptoms to suggest that varices 
have occurred in any patient. The chronic supra- 
malleolar ulcers which were present in 5 patients 
have shown a varied response to caval ligation. 
From their experiences to date, the authors note that 
an adequate collateral circulation, as evidenced bya 
normal venous pressure, may not be expected in in- 
dividuals with a long-standing thrombosis of the 
deep venous system of the lower extremities in less 
than twelve months after ligation of the inferior vena 
cava. HERBERT F. Tuurston, M.D. 


Kern, H. M., and Berman, E.: Ligation of the 
Inferior Vena Cava for Pneumonic Thrombo- 
phlebitis. Am. J. Surg., 1945, 69: 120. 


An interesting history of ligation of the vena cava 
is presented. Surprisingly, this procedure was ad- 
vocated at least 59 years ago for thrombosis. Sev- 
eral reports in the early literature indicate that 
ligation was performed with excellent results fol- 
lowing serious rents in the vessel in the course of a 
difficult operation upon the kidney, or a tumor in the 
region of the kidney. 

In 112 cases of vena-cava thrombosis, Goldman 
noted that edema and ascites were greater than after 
ligation. His injection experiments revealed that the 
collateral circulation was established principally 
through the veins in and about the spinal canal, in 
the groin, and the azygos vein. 

Wakefield and Mayo, after carefully reviewing 19 
cases in the early literature and 14 cases in which 
postmortem studies had been made, concluded that: 
(1) the vena cava may be safely ligated and an ade- 
quate collateral circulation will be established; (2) 
should it be possible to make a diagnosis of ascending 
thrombosis of either one or both iliac veins, the 
ligation of the vena cava below the renal veins may 
well be a lifesaving measure. 

Pleasant, in 1911, stated that the signs and 
symptoms depended upon the position, extent, ra- 
pidity, and completeness of obstruction. In obstruc- 
tion of the lower third, edema frequently is not 
present, edema of the abdominal wall is rare, and 
albuminuria is infrequent. In obstruction of the 
middle third, sudden occlusion is invariably fatal, 
whereas gradual occlusion is followed by edema and 
the establishment of a collateral circulation. Al- 
buminuria is usually present at first. In obstruction 
of the upper third sudden occlusion is invariably 
fatal, whereas a caput medusae is apt to occur in 
gradual occlusion. Obstruction of the hepatic vein 
may give rise to jaundice, albuminuria, ascites, 
diarrhea, and vomiting. 

A case is presented of a twenty-nine-year-old male 
who developed empyema, septicemia, femoroiliac 
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and inferior vena-cava thrombophlebitis following 
lobar pneumonia due to the pneumococcus, type 2. 
The sulfa drugs, pyridine, thiazole, and diazine 
proved ineffectual. Dicumarol was used but was of 
doubtful value in limiting the thrombotic process, 
which was the source that continually fed the blood 
stream with organisms. Operation was therefore 
decided upon. 

A high McBurney incision was made, and the 
right common iliac vessels and the inferior vena cava 
were exposed by bluntly dissecting the peritoneum 
medially and posteriorly. The vessels were sur- 
rounded by fibrinous exudate and appeared friable. 
Palpation revealed a solid common iliac vein with a 
thrombus extending 5 cm. into the vena cava. At 
this point the vena cava was completely freed about 
its circumference, and ligated with kangaroo tendon. 

Postoperatively 100,000 units of penicillin were 
given daily for eight days, at which time the patient 
became afebrile. Edema subsided sixteen days after 
operation and the patient was allowed out of bed 
with elastoplast bandaged tightly about his thighs 
and legs. The results were gratifying. 

Although there are reports in the literature of 
cases of thrombophlebitis elsewhere in the body 
(associated with septicemia) which have been cured 
with penicillin alone, the authors believe that the 
combined procedure of surgical intervention and the 
administration of penicillin cured the patient, short- 
ened the convalescent period, and eliminated the 
danger of embolism. Douctas R. Morton, M.D. 


BLOOD; TRANSFUSION 


Rappaport, E. M.: Hepatitis after Transfusions. 
J. Am. M. Ass., 1945, 128: 932. 


Apart from epidemic hepatitis, transfusions may 
constitute the commonest cause of jaundice occur- 
ring in the armed forces. 

Thirty-one patients evacuated from overseas fol- 
lowing service in widely separated geographic areas, 
and representing every theater in which our armies 
have been engaged in combat, developed jaundice 
either enroute or following admission to an in- 
land general hospital. Each of these patients had 
one similar feature in his clinical history; each had 
received plasma or blood transfusions from nine to 
eighteen weeks previous to the appearance of jaun- 
dice. The author presents evidence which strongly 
suggests that the parenteral blood products acted as 
a vehicle for the icterogenic agent. 

This disease is clinically indistinguishable from 
infectious or catarrhal jaundice acquired spontane- 
ously, or from yellow-fever inoculation jaundice. 
Icterus and hepatomegaly (commonly without liver 
tenderness) are the most striking clinical findings. 
None of the 31 patients appeared seriously ill, nor 
did their clinical appearance, apart from the intense 
jaundice, reflect the laboratory evidence of severe 
hepatic involvement. The clinical and the labora- 
tory findings led to the impression that the hepatic 
disease is a form of parenchymatous hepatitis. 


In addition to the 31 patients who developed 
jaundice, 2 patients exhibiting latent hepatitis with- 
out jaundice were observed. Because subclinical hep- 
atitis (without jaundice) resulting from the admin- 
istration of homologous plasma may pass completely 
unrecognized, it is recommended that quantitative 
van den Bergh estimations be made at monthly in- 
tervals from the third to the sixth month following 
the administration of pooled plasma, in order to dis- 
cover latent cases of hepatitis. 

The author suggests that since persons with a his- 
tory of recent jaundice are not accepted as volunteer 
donors at blood banks, the icterogenic agent may be 
transmitted by the blood of subjects in the preicteric 
phase of infectious hepatitis or by “healthy carriers.” 
It is recommended that steps be taken to trace the 
source of contamination of plasma. This offers dif- 
ficulties in the case of pooled plasma, but could be 
undertaken if the plasma lot numbers were recorded 
immediately following its use. 

Davip H. Lynn, M.D. 


Miller, E. B., and Tisdall, L. H.: Reactions to 
Plasma Transfusions. J. Am. M. Ass., 1945, 
128: 863. 


Human blood plasma occupies an important place 
in our medical armamentarium. Few reports have 
appeared in the literature concerning the reactions 
which may ensue after the administration of plasma. 
The authors have made a detailed analysis of the 
extensive data collected at the Plasma Station of the 
Fitzsimons General Hospital, Denver, Colorado. 

Whenever a bottle of liquid plasma is shipped 
from the Plasma Station it is accompanied by a 
questionnaire requesting the pertinent information 
needed for a study of both beneficial results and 
reactions. The attending physician fills out this 
form and forwards it to the laboratory of the Plasma 
Station. The present report is based on an analysis 
of 10,000 such questionnaires returned from the 353 
military hospitals within the continental United 
States which were provided with plasma by this 
station. 

In general the types of reactions are similar to 
those which may follow whole-blood transfusions. 
Theoretically, the types of reactions following 
plasma transfusions may be enumerated as (1) 
thermal or pyrogenic reactions, (2) allergic reactions, 
(3) hemolytic reactions, (4) toxic reactions, (5) trans- 
mission of infectious diseases from the donor, (6) re- 
actions due to bacterial contamination, (7) pul- 
monary embolism, (8) cardiac failure due to over- 
loading of the circulation, and (9) miscellaneous 
other reactions. Because of the essential differences 
between whole blood and plasma, certain of these 
theoretical reactions have no practical bearing. Re- 
actions following the administration of pooled liquid 
human plasma are mainly of the thermal and allergic 
types. 

Thermal or pyrogenic reactions are characterized 
by chill and/or fever of a relatively transient nature, 
believed to be caused by either foreign substances or 
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toxic products of bacterial growth called pyrogens. 
Pvrogens are heat-stable up to three hours of auto- 
claving and are also water soluble. The sterility of 
the solution has no bearing on the ability of pyrogens 
to produce reactions when present in a solution ad- 
ministered parenterally, since they are not bacteria 
but the result of bacterial growth. From the very 
method of the preparation of plasma it is evident 
that thermal reactions due to pyrogens can and do 
follow plasma transfusions. 

Allergic reactions following whole-blood trans- 
fusions have been carefully studied by Kilduffe and 
De Bakey. They classify these reactions as follows: 
(1) the mild form characterized by urticaria of a 
more or less generalized nature, (2) the moderately 
severe form evidenced by difficulty in breathing and 
loss of sphincteric control, and (3) the severe type 
resembling anaphylactic shock. Following plasma 
transfusions only the mild and moderately severe 
forms of allergic reactions have been noted by the 
authors. 

The mechanism of allergic reactions following 
whole-blood or plasma transfusions is not clearly 
understood. The underlying cause may in some 
instances be due to the introduction of substances 
derived from ingested food by the donor to which 
the patient may be sensitive. In other cases the 
passive transfer of sensitivity to the patient may be 
the explanation. 

Hemolytic reactions may be the most severe and 
fatal form of reaction following whole-blood trans- 
fusion. Almost invariably agglutination and hemol- 
ysis of the donor’s cells by the recipient’s incom- 
patible plasma is the cause. It is possible that 
plasma prepared in the usual manner may contain a 
trace of red cells or hemoglobin because of hemolysis 
of the blood or the incomplete separation by cen- 
trifugation. In any case, the concentration is of such 
order as to make a hemolytic reaction most im- 
probabie. A mild type of hemolytic reaction may 
conceivably occur when agglutinins are administered 
to a recipient with incompatible cells. This pre- 
supposes the presence of a high agglutinin titer in 
the transfused plasma. Furthermore, plasma is 
usually processed by pooling several or more bloods. 
At the Plasma Station of Fitzsimons General Hos- 
pital the plasma from 6 to 8 bleedings is pooled at 
random and regardless of type to make a total of 
2,000 c.c. In testing 50 such pools at random the 
highest titer encountered was 1:16; this was obtained 
with the tube-slide method and no centrifugation. 
In addition to the fact that pooled plasma is low in 
agglutinin titer, there is further dilution within the 
recipient’s circulation and possible neutralization by 
the presence of agglutinogens in the plasma of the 
patient. In view of these facts the probability of 
hemolytic reaction following the use of pooled 
human plasma may certainly be minimized. 

A possible factor in the production of a hemolytic 
reaction following a plasma transfusion concerns 
itself with the role played by the Rh factor and its 
agglutinins. The Rh factor is present only in red 


cells; hence plasma cannot stimulate the production 
of Rh agglutinins in an Rh-negative recipient with 
subsequent reactions to later whole-blood trans- 
fusions. Since the agglutinins are present in plasma, 
it is conceivable that they could produce a hemolytic 
reaction in an Rh-positive recipient. From practical 
considerations this is highly improbable. Anti-Rh 
agglutinins are found only in Rh-negative pregnant 
or postpartum women and in Rh-negative indi- 
viduals who have been recently transfused with Rh 
positive blood on several occasions. It is fair to 
assume that such individuals would not be permitted 
to donate blood. 

Toxic reactions. The use of sodium citrate as an 
anticoagulant to facilitate blood transfusion has 
caused much controversy over its possible toxicity. 
The majority of workers in this field agree that re- 
actions formerly thought to be due to sodium citrate 
are in reality pyrogenic in nature. As muchas 8 gm. 
have been administered intravenously without toxic 
effect. Actual analyses of samples of plasma pre- 
pared in this laboratory revealed the sodium citrate 
concentration to be about 300 mgm. per 100 C.c. 

One cubic centimeter of 1 per cent merthiolate 
solution is added to each 100 c.c. of plasma as a pre- 
servative, to give a final dilution of 1: 10,000. Some 
objection may be raised to the use of a mercury 
compound, especially in shock and burn cases in 
which kidney function may have been already de- 
pressed. Toxicity tests, however, have demonstrated 
the inocuity of merthiolate; 180 c.c. of 1 per cent 
merthiolate solution have been injected intravenously 
over a twenty-four-hour period without untoward 
effect. This is the equivalent of the merthiolate 
present in 36 pints of plasma. Nevertheless it must 
be remembered that an occasional patient may 
exhibit an idiosyncrasy to mercury. No such re- 
actions were reported in this series. 

Transmission of infectious diseases from the donor. 
The transmission of various bacterial diseases can be 
and has been effected by blood transfusion. This 
does not apply to plasma transfusions. Even as- 
suming that a donor with a bacteriemic disease 
should donate blood, the aerobic and anaerobic 
cultures which are made at least twice during the 
processing of plasma would reveal the contamination. 

It was formerly considered possible for malaria to 
be transmitted through the medium of plasma. In- 
vestigators in this field have demonstrated that 
following the processing of plasma into either liquid 
or dried form, there was no likelihood of trans- 
mission of the malarial parasite. As an added pre- 
caution, within the past fifteen years prospective 
donors with a history of malaria have been rejected. 

Syphilis. A sample of every donor’s blood is given 
the Kahn test. The blood in which positive reactions 
occur is discarded. Positive Kahn reactions in this 
series of 140,000 donors amounted to about 0.4 per 
cent. There are no reports of a case in which syphilis 
had been transmitted through a plasma transfusion. 

The possibility of jaundice occurring one to four 
months following the administration of plasma has 
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been known for some time. Little is known of the 
mechanism of transmission of this condition. The 
donors themselves whose blood or plasma causes this 
tvpe of jaundice are not known to have suffered from 
jaundice. Because no other means are available to 
exclude this transmissible disease, donors with a 
history of jaundice in the previous six months are 
rejected. No instance of such transmission has been 
reported to the Plasma Station. 

Bacterial contamination in plasma is not a likely 
factor in reactions because of the extreme care with 
which the processing is done. At the Plasma Station 
the collection of blood and its processing into liquid 
plasma is performed entirely in a closed vacuum 
system by the technique described by Newhouser 
and Kendrik. During the procedure cultures are 
taken twice in Brewer’s medium, which readily 
reveals ordinary aerobic and anaerobic micro-or- 
ganisms. These cultures are kept for ten days each, 
and all must be negative before the final product is 
released. The contamination rate for more than 
70,000 pints of plasma is about 1 per cent. 

Pulmonary embolism. Varying amounts of pre- 
cipitated fibrin may be encountered in many bottles 
of plasma, particularly in the older ones. Pulmonary 
embolism could result from an intravenous plasma 
transfusion. One such case has been reported. This 
reaction can occur only however, when plasma is 
administered without proper filtration. There is no 
instance on record of embolism following a trans- 
fusion of properly filtered plasma. Every plasma 
transfusion set must have incorporated in it a suit- 
able filter. Each bottle of plasma sent from the 
Plasma Station bears a label containing the warning: 
Caution: A Filter Must Be Used. 

Cardiac failure is a possible complication as the 
result of an overburdening of the circulation sub- 
sequent to a plasma transfusion, particularly in 
patients with poor cardiac reserve. This reaction, 
however, is not peculiar to plasma transfusions. It 
may follow the intravenous injection of any solution 
given in quantity. Features such as the condition of 
the patient, the indication for the use of plasma, the 
speed of administration, and the amount transfused 
have a more direct bearing on this problem than the 
administration of plasma per se. 

Miscellaneous reactions—a group of reactions 
which cannot definitely be classified or in which the 
symptom syndrome is not clear cut. Symptoms of 
this group are nausea, vomiting, transient pains in 
the back or elsewhere, cardiac palpitation, anxiety 
states, profuse sweating, as well as idiosyncrasies of 
the patients. It is possible that many of these re- 
actions are on a psychic basis. All of them are 
transient and never of a serious nature. Many of 
them accompany the thermal and allergic reactions. 

Only two types of reactions following plasma 
transfusions are worthy of practical consideration. 
These are the thermal and the allergic reactions. 

The usual thermal reactions consist of chill and 
temperature rise of from 102° to 103.5° F., beginning 
about thirty minutes after the onset of the infusion 


and lasting from fifteen to thirty minutes. Reactions 
of this type are largely preventable. Scrupulous and 
detailed attention to the proper cleansing of all ap- 
paratus used is essential in the prevention of pyrogen 
contamination. 

Allergic reactions are usually urticarial in nature 
and appear during or soon after the infusion. These 
allergic reactions respond well to small doses of 
epinephrine. Because of the protein nature of these 
allergies they cannot be prevented in the main. 
Careful selection of donors may reduce the incidence 
of allergic reactions, yet it is not probable that they 
can be entirely eliminated. There is considerable 
evidence to show that many of the reactions are due 
to a substance normally present in plasma, to which 
certain individuals are sensitive. Certain chemical 
idiosyncrasies are also a factor. 

In this series of 10,000 pooled liquid plasma trans- 
fusions, 296 reactions were reported, a reaction rate 
of 2.96 per cent. Of these, 200 were thermal re- 
actions and 105 were allergic reactions. Eleven 
patients experienced combined reactions. There 
were 2 reactions of a miscellaneous nature. Eighty- 
nine of the thermal reactions were believed to be 
ascribable to the plasma itself. Few of the reactions 
were severe in nature. Matutas J. SEIFERT, M.D. 


RETICULOENDOTHELIAL SYSTEM 


Carr, J. L.: Status Thymicolymphaticus. J. 
Pediat., S. Louis, 1945, 27: 1. 


Since 1845, reports of the investigation of the thy- 
mus gland have appeared in the literature, but still 
no salient discoveries indicating the function or con- 
stitution of the gland have been made. Embryologi- 
cally the thymus arises together with the parathy- 
roid from the third and sometimes fourth branchial 
cleft, the thymus from the ventral and the parathy- 
roids from the dorsal diverticulum. This is common 
knowledge and represents the end of definite knowl- 
edge of the thymus. The literature presents only 
confusing details as to anatomy and function of the 
organ. 

It is suggested that the thymus shares function 
with the parathyroids because of their intimate em- 
bryological association. Parathyroids are occasion- 
ally imbedded in the thymus, or thymic tissue is 
found around the parathyroids in their normal posi- 
tion. The anlage of the thymus descends in the neck 
finally locating in the lower neck or upper part of the 
thorax. Occasionally it diverges from this course and 
is found associated with the epithelium in branchial 
pouches or clefts, or thyroglossal cysts and ducts. 

The gland is epithelial in structure and in its fully 
developed stage contains a cortex which is lymphoid 
only in appearance. The medulla which contains 
definite epithelial-cell structures (Hassall’s bodies) is 
believed by some to be made up of reticular cells ca- 
pable of phagocytosis. No secretory function of the 
cortex or medulla has ever been established. Many 
theories as to function of this gland have been ad- 
vanced but none proved. Friedleben, in 1858, be- 
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lieved the thymus was important in blood formation, 
nutrition, and growth. Basch, in 1903, concluded 
that the thymus was concerned with the growth and 
calcification of bones. Klose and Vogt, in 1914, be- 
lieved thymectomy caused adiposity, cachexia with 
nutritional disturbances, spontaneous fractures, and 
then death. Park and McClure, in 1919, concluded 
that the thymus was not essential to life in the dog; 
its extirpation failed to affect the animal other than 
to possibly retard development and closure of the 
epiphyses. Young and Turnbull, in 1931, further 
confused the picture by doubting the presence of a 
syndrome such as status thymus lymphaticus. 

No unanimity of opinion as to the weights of the 
thymus at various ages has been established, but 
most of the investigators believe that it is relatively 
and absolutely largest during the period of greatest 
growth, that involution begins at puberty, and that 
thereafter the gland diminishes in size until death. 
Factors such as constitutional heritage, state of nu- 
trition and type of diet, infectious disease, climate, 
and the influence of other endocrine glands all seem 
to affect the normal weight. At the San Francisco 
Coroner’s Office, the average weight of the thymus 
at birth has been between 4 and 20 gm.; between 6 
and 72 gm. between six and twelve months of age; 
between 6 and 45 gm. at five years; from 10 to 40 gm. 
at ten years; and from 11 to 35 gm. at puberty. 
From the age of twenty on, the author’s experience 
has shown that the thymus is almost entirely in- 
voluted. Except in cases of status thymico-lympha- 
ticus, myasthenia gravis, and dermatomyositis, he 
has been unable to find any thymus remnant in 90 
per cent of the autopsies done in the San Francisco 
Coroner’s Office. With this experience, itseems mean- 
ingless to speak of thymic weights as a factor of im- 
portance in diseases associated with the thymus 
gland, unless the entire clinical picture and pathologi- 
cal changes in other organs are considered. 

A past trend in the literature was to attribute an 
endocrine character to the thymus, and more re- 
cently a number of reports have appeared which 
relate the thymus to growth and reproductive 
processes by means of its endocrine function. The 
involution of the thymus in disease conditions of 
the adrenal cortex was explained by Jaffe when he 
showed that hyperplasia of the thymus and other 
lymphoid tissue resulted following subtotal or total 
adrenalectomy. Apparently there are at least two 
different types of endocrine influence controlling the 
size of the thymus, a growth factor which causes en- 
largement of the thymus, and factors (steroid sub- 
stances) which cause thymic involution. 

Clinically, we know that there is enlargement of 
the thymus in exophthalmic goiter, Addison’s dis- 
ease, acromegaly, status thymicolymphaticus, con- 
genital hypoplasia of the adrenal glands and anen- 
cephaly. Occasionally an enlargement is seen in 
certain cases of myasthenia gravis, in rickets, after 
hypophysectomy, and after adrenalectomy. The 
thymus is small in marasmus, wasting diseases, star- 
vation, and inanition. 


Status thymicolymphaticus was first described by 
Plater in 1614 (mors-thymica), who said death was 
due to pressure of the thymus on the trachea. Pal- 
tauf described 5 cases in which the individuals had a 
constitutional weakness which rendered them more 
susceptible to death from trivial injuries. He found 
the thymus and other lymphoid tissue to be hyper- 
plastic. He also described asthmatic tendencies in 
the children in this series with subpleural petechial 
hemorrhages and pulmonary edema. Three of 5 
cases showed aortic hypoplasia. Osler called it “a 
condition in childhood of hyperplasia of lymphatic 
tissue and thymus associated with a flabby fat over- 
growth of the body and hypoplasia of the heart and 
blood vessels.” Special attention was called to this 
condition by the tragic sudden death following tri- 
fling causes, such as a hypodermic prick, a plunge 
in cold water, or anesthesia when the amounts of 
ether or chloroform are not large enough to be lethal. 

Mechanical and hormonal explanations for thymic 
deaths have been advanced, but many still doubt the 
existence of such a syndrome. This has long been a 
controversial point in the literature. (1) The mechani- 
cal obstruction theory, the oldest, first proposed by 
Plater has little evidence in its favor today. Boyd 
believes pressure on the great vessels and recurrent 
laryngeal nerve is just as likely as on the trachea. 
(2) The thymic-lymph-toxin theory was based on 
Svelha’s work, in-which he showed that the injection 
of thymic extract caused the picture of shock, and 
death in the animals was due to the nonspecific pro- 
tein particles in the extract. (3) The anaphylaxis 
theory has many supporters who believe the pathol- 
ogy is essentially that of anaphylaxis and call atten- 
tion to the frequent allergic manifestations found in 
these patients. (4) The adrenal insufficiency theory 
stresses the constitutional defects of these patients, 
and calls attention to the adrenal hypoplasia com- 
monly associated with status thymicolymphaticus. 
(5) The allergic theory is supported by a history of 
allergy with cyanosis and dyspnea in many cases, 
physical findings of impaired nutrition and allergic 
manifestations, and anatomical findings at autopsy 
of an enlarged thymus with degenerative changes in 
the thymus and lymph nodes, evidence of allergy 
with edema, petechial hemorrhages and skin lesions, 
and possible hypoplasia of the aorta and adrenals. 

Theconfusionin the literature canbe partly ascribed 
to an attempt to explain all deaths with lymphatism 
to one cause. Cases do occur in which death occurs 
with no cytological changes other than hyperplasia 
of the lymphatic tissues and thymic enlargement. 
That not all of these cases point to a common cause 
of death may mean that some, and possibly all, 
theories of death in lymphatism are valuable, and 
that lymphatism as a clinical and autopsy diagnosis, 
instead of being discarded, should be broadened and 
extended, with qualifications added to cover the con- 
ditions which upon analysis prove to be more than 
pure theory. 

During the past six years, the author has seen 520 
cases of sudden death in children below ten years of 
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age. Of these, 49 died of conditions arising from or 
associated with pathological changes in the thymus 
and lymphatic system. This group offers indisput- 
able examples of death from asphyxia following 
tracheal compression from an enlarged thymus dur- 
ing or following anesthesia; cases showing a combi- 
nation of thymic enlargement, lymphatism, and 
anaphylaxis; and substantiated cases of adrenal in- 
sufficiency associated with thymic hyperplasia. There 
are several examples of adrenal enlargement and 
hypoplasia of the thymus in which death occurred 
suddenly. In this series, it is not possible to report 
true examples of death directly or indirectly from 
thymic toxin, but cases of patients dying from a 
hypoplasia of the thymus with hyperinvoiution, med- 
ullary atrophy, and degeneration of the Hassal 
bodies, in which there have been some toxic mani- 
festations, are reported. 

Besides presenting examples of these types, the 
author describes a new disease entity frequently re- 
sponsible for strangulation in the. young, namely, 
status thymicoasthmaticus. In this series of cases, 
the death is due to asphyxia, but the thymus is less 
enlarged than in the patients dying from acute tra- 
cheal compression. There is also an associated hy- 
perplasia of the lymphoid system confined largely to 
the bronchi and bronchioles. This lymphocytic in- 
filtration is submucosal and peribronchial, and also 
occurs among the muscle fibrils—a picture cytologi- 
cally like developing or existing asthma. The clin- 
ical course differs from asthma only in that patients 
with status thymicoasthmaticus show no benefit 
from injections of epinephrine. 

Thymic enlargement alone can so disturb the 
physical dynamics of the chest as to cause death. An 
abnormally large gland extends first downward over, 
and frequently covering, the auricles of the heart. 
Further downward growth is obstructed by the 
mediastinal contents, and any further enlargement 
causes a backward curvature of the trachea from the 
larynx to the tracheal bifurcation and flattens it in 
the AP position, narrowing the lumen and fore- 
shortening the entire tube. The lung roots at the 
same time are pulled upward and thrust forward 
which forces the lungs to rotate on a lateral axis un- 
til the bases face downward and forward. The 
apices are pulled down below the clavicles, and the 
middle portion of the lung parenchyma is thrust 
laterally and backward against the thoracic wall. 
With each respiration, the trachea is pulled down- 
ward and further compressed against the thymus, 
each inspiration causing a partial occlusion of the 
tracheal lumen at a point where it arches behind the 
thymus, with a delicate balance existing between a 
normal respiratory exchange and partial asphyxia. 
Some trigger mechanism, such as anesthesia, aspira- 
tion of formula, or infection, may stimulate the res- 
piratory rate or oxygen demand and, with increased 
ventilation, irritation, mucous secretion, and _ be- 
ginning edema of the larynx, trachea, and thymus, 
initiate strangulation. At the same time thymic 
pressure on the heart causes improper auricle filling 


andpulmonary congestion. Progressionfromasphyxia 
to strangulation occurs very rapidly when it is once 
started. Bronchial spasm and mucous secretion add 
to the dyspnea. Death ensues from strangulation 
and asphyxia with acute visceral congestion, petech- 
ial hemorrhages of the visceral pleura, the pericar- 
dium, the thymus, the lungs, and frequently the 
brain stem. 

The author had a series of 12 cases, 7 of asphyxia 
which was due to tracheal obstruction and displace- 
ment of the heart and lungs by an enlarged thymus, 
with and without hypoplasia of the adrenal gland. 
There were 9 boys and 3 girls of an average age of 
twenty-one and two-tenths weeks. One patient had 
congenital ovarian cysts. Ten showed adrenal hypo- 
plasia. The thymic weights ran from 30 to 52 gm. 
and averaged 34.15 gm. The time between the initial 
attack observed and the patient’s death ran from ten 
minutes to twenty-nine hours. It is the author’s 
opinion that death ensues rapidly, and the longer in- 
tervals are due to failure in observation. In only 2 
cases was there any previous history of respiratory 
difficulty and in only 1 case was a diagnosis of an en- 
larged thymus made before death. One patient was 
studied before death by bronchoscopy, and the ab- 
normal posterior curvature of the trachea as it 
arched behind the thymus gland was observed. Two 
cases showed evidence of peritronchial lymphoid 
infiltration, which indicated a transition Letween 
these pure types and those cases in which the peri- 
bronchial lymphocytic infiltration together with the 
pathological changes of asthma is paramount in pro- 
ducing bronchial obstructionand death fromasphyxia. 

Seven cases of status thymicoasthmaticus are pre- 
sented, 2 in females and 5 in males. Six of these had 
been given an anesthetic which supplied the trigger 
mechanism precipitating an acute attack of asphyxia 
with death. The duration of the attack was from 
forty minutes to thirty hours. The ages of the pa- 
tients varied from one to thirteen years, with the 
average being six and eight-tenths years. All of the 
patients had large thymus glands, the average weight 
being 37.7 gm. In only 1 patient was an enlarged 
thymus suspected before death, and only 2 patients 
had a previous asthmatic history. Hypoplasia of the 
adrenal gland was observed in only 1 case. All of the 
cases showed the typical pathological picture of 
asthma. When adrenalin was used it failed to elicit 
the usual beneficial effect of bronchial relaxation. 
These bronchial, bronchiolar, and pulmonary changes 
are not necessarily associated with an enlarged thy- 
mus, and cases are on record of asphyxia by this 
same pathological mechanism without an enlarged 
thymus. 

Death from toxic material thrown into the sys- 
temic circulation by the thymus has been previously 
reported. The author has observed sudden death 
particularly in infants in whom, in addition to minor 
or major systemic diseases, there has been a med- 
ullary degeneration of the thymus with partial lique- 
faction, a brown discoloration, and microscopically 
specific changes in the Hassall bodies. The observa- 
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tion of these changes leads to perhaps the erroneous 
conclusion that the degenerative phenomena in the 
thymic medulla are responsible for death, and not 
the systemic diseases which may exist in conjunction. 

Acute involution of the thymus is so common in 
infectious diseases as to be almost a rule, and it may 
occur rapidly, in from forty-eight to seventy-two 
hours, with a characteristic microscopic picture. The 
Hassall bodies liquefy and show granular degenera- 
tion, and later a leucocytic infiltration and granular 
blue debris appear. Some cases are on record of 
acute involution of the thymus gland with degenera- 
tion of the Hassall bodies in which there is no inter- 
current disease or absorption of toxin, previous x-ray 
therapy, electric shock, hemorrhage, or other back- 
ground of disease, or physical or chemical change to 
which this involution could be attributed. Cases 
showing hyperinvolution of the thymus may be 
classed in four groups: those due to physical effects, 
such as burns, shock, x-ray therapy, and freezing; 
involutions following virus or bacterial diseases; mal- 
nutrition; and idiopathic hyperinvolution. Six cases 
are presented in which all of the patients died of a 
primary disease condition unassociated with the 
thymus or the lymphatic system, and all showed the 
hyperinvolution of the thymus consistently seen in 
children in a poor state of nutrition. 

It is the author’s opinion that correlation between 
siblings would be far more common if it were looked 
for. He presents the cases of 3 pairs of siblings. In 
the first pair the diagnosis was made clinically, and 


after x-ray therapy both children lived. In the sec 
ond pair diagnosis was also made, but 1 child died 
subsequent to therapeutic x-ray treatments. Of the 
third pair (twins), both died of suffocation almost at 
the same time, and the diagnosis of an enlarged thy 

mus in each was made at autopsy. 

In the autopsies done in the author’s series, no 
clinical evidences of precocity have been found as- 
sociated with enlarged thymus glands or with me- 
dium-sized glands together with adrenal-gland 
changes. 

Sudden death in children resolves itself into many 
components and there is, of course, no one cause. 
Strangely enough, enlargement of the thymus gland, 
lymphatism, hypoadrenalism, and similar related 
conditions as causes of death and disease have been 
thrown into disrepute by articles in the medical 
literature which are based more on precedent and 
fashion than on observation. The now popular 
attitude that there is no such thing as status thy- 
micolymphaticus, and that an enlarged thymus in 
itself will not cause asphyxia by tracheal and auricu- 
lar compression and distortion can be disproved at 
autopsy. The author believes that orderly autopsy 
proceedings will segregate the various causes of as- 
phyxia in infants, and that these studies will in their 
natural evolution re-establish the relationship of en- 
larged thymus glands, lymphatism, adrenal hypo- 
plasia, and such conditions, either isolated or re- 
lated, as veritable and tenable direct and sole causes 
of death. Rosert R. BicELow, M.D. 
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SURGICAL TECHNIQUE 


WAR SURGERY 


Hill, I. G. W., and Guest, A. I.: Prevention of Sea- 
sickness in Assault Craft. Brit. M.J., 1945, 2: 6. 


Experiments on the prevention of seasickness 
were carried out in the Tropics during the training 
of troops under conditions closely approximating 
those of battle. British (1,667) and Indian (3,673) 
troops were used for tests. 

In all experiments, vomit-bags, sweets, biscuits, 
and chewing gum were issued to all men taking part, 
and men were allowed to stand up in the craft if they 
so desired. 

Assault craft of various types (L.C.A.’s, L.C.M.’s, 
L.C.T.’s L.C.I.L.’s) were used for all but a few ex- 
periments, and in these 170-ton dhows were em- 
ploved. 

In all experiments, control groups receiving inert 
pills were observed under conditions identical to 
those of the test groups. Usually, each of the con- 
trol and test groups comprised approximately 1oo 
men. 

The drugs tested, and the number of observations 
on each were: hyoscine (1,990); hyoscine plus am- 
phetamine (625); hyoscine plus ergotamine (116); 
chlorbutol (619); and ergotamine (116). 

After the rejection of 2,102 observations rendered 
valueless by calm seas, 3,638 remained for analysis. 
The validity of the results has been statistically 
assessed. A high degree of reliability is shown for 
those of hyoscine, hvoscine plus amphetamine, and 
in some chlorbutol experiments. 

Of the remedies tested, hyoscine (1/100 gr.,) proved 
most effective, and four-fifths of the susceptible men 
were protected. This degree of protection was ob- 
served in relatively calm seas, when the sickness rate 
in controls was 16 per cent. 

No case of heat stroke or heat exhaustion occurred 
among 2,73! men who were given hyoscine. The 
average maximum and minimum temperatures dur- 
ing the experiments were 91.9° and 82.1° F., with an 
average relative humidity of 80 per cent. Consider- 
able physical exertion was put forth by 1,789 of the 
treated men on assault exercises; a further 424 men 
carried out a very strenuous assault during an exer- 
cise in which 1 fatal case of heat stroke and 2 cases 
of heat exhaustion occurred among 5,000 untreated 
troops. 

The conditions of the tests were such as to reveal 
any impairment of military efficiency. Drowsiness 
in landing-craft troops was general in all experi- 
ments, in untreated as well as treated groups. Only 
on 2 occasions (and these involving the same 
men) was there a possibility that one company might 
have been adversely affected by hyoscine. Execu- 
tive officers did not attribute shortcomings of the 
troops during exercises to the effect of any drug. 

Joun E. Krrxpatrick, M.D. 


Wakeley, C. P. G.: Effect of Underwater Explosions 
on the Human Body. Lancet, Lond., 1945, 248: 
715- 

The author, consulting surgeon to the Royal 
Navy, discusses in considerable detail the physical 
principles of air and underwater effects of ex- 
plosions. He takes into account the effects of depth, 
bottom, and surface reflections of explosions, and the 
movement of water particles at interphases. 

The violent disturbance appearing above the 
surface of the water as a “‘dome’’ or “plume” has 
little bearing on the damage resulting to personnel 
inthe water. The effects are three: 

1. Solid tissue completely immersed, as an arm 
or leg, will behave like water, the pressure pulse 
traveling straight through and causing uniform 
compression of all the tissues. The results may be 
compression of the nerve cells which causes pain or 
involuntary movements. Bruising is possible but 
unlikely since it is difficult to burst a fluid cell by 
uniform external pressure. 

2. In the case of a partially immersed member, 
the arm or leg receives unequal pressure because of 
the reflection of pressure at the surface, which re- 
sults in a greater tendency to rupture of the cells by 
the upward pushing tissues. 

3. The most important effect is observed when 
the body is immersed in water. Because of the air- 
containing viscera in the pleural and abdominal 
cavities the pressure pulse is reflected from the air- 
tissue surface as a tension pulse with resultant 
tension in the tissues, analogous to the reflection at 
the air-water surface. In the latter case a particle of 
water 200 feet from a 300-pound charge and away 
from the surface is displaced a quarter of an inch. 

The observed actual war casualties from blast 
injuries in the water are as would be expected on the 
theoretical basis explained. Most of the injuries are 
to abdominal viscera. These vary from retroperi- 
toneal and subperitoneal hemorrhages to perfora- 
tions of the gut. The latter occur most frequently in 
the terminal ileum and cecum in the antimesenteric 
portion, and laterally between the taeniae of the 
colon. 

Protective measures are to swim or float on the 
back to prevent as much damage from tension waves 
as possible. Best, however, are air or cork life pre- 
servers which are worn from the neck to the hips. 
Of interest is the observation that a man with a life 
preserver covering only the chest will suffer graver 
damage than one who wears none at all. 

Jay P. Bartett, M.D. 


West, J. P.: Chest Wounds in Battle Casualties. 
Ann. Surg., 1945, 121: 833. 

A limited experience, based on the treatment of 

157 patients with wounds of the chest cavity, per- 
mits the following suggestions: 
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Small penetrating wounds of the chest cavity 
causing simple hemothorax are best treated by as- 
piration alone. 

Penetrating wounds of the chest cavity, with 
fractured ribs or suspected injury to the lung, 
should have a limited thoracotomy through the 
wound of entrance or exit. The fractured rib ends 
should be resected, the blood evacuated, and the 
lacerations of the lung sutured. 

In treating sucking wounds of the chest, an in- 
cision large enough to allow inspection of the lung 
is usually advisable, because of the probability of 
lung injury. A laceration which leaks air or blood 
is usually found, and should be sutured. 

Thoracoabdominal wounds are usually best 
treated by two incisions. In most cases the thora- 
cotomy should be done first, and then the celiotomy. 

The ends of fractured ribs, particularly when it 
is suspected that a piece of rib may penetrate the 
pleura, should be resected. Local anesthesia is the 
anesthesia of choice for this procedure. 

SAMUEL Kaun, M.D. 


Wilkinson, L. H., and Burt, H. A.: Knee Injuries in 
Soldiers. Lancet, Lond., 1945, 248: 684. 


Knee injuries are among the more common condi- 
tions admitted to a military convalescent depot, yet 
the results of convalescence are unsatisfactory, irre- 
spective of the etiology of the condition and the type 
of treatment previously given. The torn semilunar 
cartilage treated operatively, and the case of trau- 
matic synovitis treated by rest, make equally poor 
progress. The authors also observed that certain clin- 
ical pictures are constantly found in knee injuries 
with delayed recovery, this again irrespective of eti- 
ology and type of treatment. It is with the clinical 
aspects of delayed recovery that this paper is chiefly 
concerned. 

Among i94 cases of knee injury studied at a mili- 
tary convalescent depot, progress was often unsatis- 
factory, irrespective of etiology and type of treat- 
ment. 

Certain clinical features constantly recur in knee 
injuries with delayed recovery. The most important 
of these are (a) inability to brace back the knee, (b) 
localized areas of periarticular tenderness, (c) effu- 
sion, and (d) joint instability. 

Inability to brace back the knee is commonly asso- 
ciated with tenderness of the ligamentum patellae 
and/or semimembranosus insertion. 

Joint instability is not necessarily due to injured 
cruciate or torn internal lateral ligaments; it is often 
due to quadriceps insufficiency. 

Tenderness of the semimembranosus insertion 
responds to frictions. Other tender sites and painful 
scars are most satisfactorily treated by novocain 
injection. 

Patients with effusion after exercise are benefited 
by the application of a compression bandage imme- 
diately after exercise. Those in whom effusion con- 
sistently develops during exercise make unsatisfac- 
tory progress. 


Suggested reasons for the unsatisfactory results 
obtained are: (a) delay in treating the clinical pic 
tures described; (b) unnecessarily long periods in the 
hospital. 

It is justifiable to expect soldiers with knee in- 
juries to leave the depot in category A-1. 

Early down-grading is recommended in cases in 
which there is little hope of improvement. The types 
of knee particularly liable to become stationary are 
(a) those of patients who consistently experience 
pain on jumping, running, or marching over rough 
ground; (b) those with well marked joint instability; 
and (c) those with persistent effusion which increases 
during (as opposed to after) exercise. 

Joun E. Krrxpatrick, M.D. 


Cameron, G. R., and Burgess, F.: The Toxicity of 
D.D.T. Brit. M.J., 1945, 1: 865. 


The author reports an experimental investigation 
of the toxicology of D.D.T. (2, 2-bis [p-chlorpheny]] 
I, I, 1-trichlorethane) in a variety of animals, to- 
gether with observations on human subjects exposed 
for some time to this compound. The results of this 
study are substantially in agreement with the find- 
ings made by several groups of American workers. 

The investigation recorded in this article demon- 
strates that acute exposure to D.D.T., applied to 
the skin, injected subcutaneously, or administered 
by stomach tube, is tolerated in large amounts by a 
variety of animals. There is some evidence to indi- 
cate that cumulative effects may occur from the 
repeated administration of smaller doses. Toxic and 
lethal effects are produced by larger doses. 

Observations made on 52 soldiers who wore under- 
garments impregnated with D.D.T. for as long as 
twenty-six days, and upon 6 workers who were in 
daily contact with D.D.T. under laboratory and 
workshop conditions, revealed no important changes. 

It is concluded that D.D.T. is tolerated in fairly 
large amounts when administered in single and re- 
peated doses. Toxic levels are not easily reached 
when dilute solutions suitable for insecticidal pur- 
poses are employed. Danger to health is likely to 
arise only from the careless use of the concentrates. 

Davin H. Lynn, M.D. 


Beecher, H. K.: Preparation of Battle Casualties 
for Surgery. Ann. Surg., 1945, 121: 769. 


The immediate physical consequences of the 
wound in battle and the inseparable mental and 
emotional problems that arise from it are discussed by 
the author in terms of what is needed to prepare the 
wounded man for surgery. Specifically, the distress 
of the wounded man was found to come from 
three sources: pain, mental agitation, and thirst. 
Severe pain is usually best treated with morphine, 
but much that has passed for a response to pain was 
found to respond to small doses of barbiturates. 
Pain great enough to require further treatment with 
morphine was found to be surprisingly infrequent 
(present in only one-fourth of the severely wounded 
as they arrived at the most forward hospital). A 
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great need was found in the newly wounded man for 
small doses of sedatives of the barbiturate type. 

Of all the various types of wounds considered, 
penetration of the abdomen causes by far the most 
pain. This may be due to the spilling of blood and 
intestinal contents into the peritoneal cavity. In- 
fection may also have a part in the production of 
the severe pain. 

Following the confusion of the early hours after 
wounding, some patients become euphoric. This 
may be due to the overwhelming realization that 
come what may, the war is suddenly over for the 
individual. Later, the realization that for a longer 
or shorter time the independent man has become 
dependent may lead to a profound depression. The 
surgeon’s first approach to his wounded patient is 
the most important. He should be cheerful and self- 
confident but not casual. If the patient will unques- 
tionably have to have an amputation, his general 
condition permitting, he should be told before opera- 
tion. It should be pointed out that many others 
have had this same experience and have gone on to 
live normal lives, both maritally (there is much 
anxiety concerning this) and economically normal. 
Far more difficult problems are the “‘uncorrectible”’ 
lesions—great facial disfiguration, total blindness, 
loss of genitalia, spinal-cord transection. The only 
help such a patient can be given is confidence that 
he will get good care and that everything possible 
will be done; definite answers to his questions can- 
not be given until later. The physician too infre- 
quently recognizes that a man’s spiritual life is a 
private matter and is too often reluctant to grant 
that opportunity for private discussion with the 
chaplain that is desired by the patient. The physi- 
cian must also beware of projecting pastoral care 
upon the wounded man too abruptly. The chaplain 
can stroll in and approach the patients casually. 
Contrary to widespread assumption, the adminis- 
tration of extreme unction need not alarm. While 
the point of view is difficult for the author to accept, 
both experienced chaplains and experienced psychi- 
atrists insist that it is sometimes desirable to tell a 
man he is going to die. With the improvements in 
medicine of recent years, more caution than ever be- 
fore is necessary if such statements are ever justified. 

Common errors committed in Battalion Aid Sta- 
tions, Collecting Companies, and Clearing Stations 
are overmedication of morphine, the administration 
of too much or too little plasma, failure to recognize 
and close an open pneumothorax, failure to check 
serious hemorrhage, transportation of ‘patients with 
head and pharyngeal wounds on their backs instead 
of in the prone position as they should be, failure to 
protect the patient properly during transport. The 
latter ranges all the way from poor splinting of 
broken bones to inadequate blankets, especially 
underneath the patient in cold weather. 

Even in the most forward hospitals, the field, and 
the evacuation hospitals, the average duration of 
operation for craniotomy, laminectomy, celiotomy, 
and thoracotomy was about two hours or more (not 


including the time required for the induction of 
anesthesia). Even operations upon the extremities 
averaged more than an hour. It is clear, from a con- 
sideration of these figures, that the patient must be 
prepared in the preoperative tent to withstand pro- 
longed surgical stress. 

Experience has shown that about 2.5 per cent of 
battle casualties (under the conditions of study) 
will require intensive resuscitative measures. Rest 
and elevation of the foot of the litter (about 12 
inches) with the head and heart low, usually are fol- 
lowed by return of perceptible blood pressure, even 
before fluid therapy can be started. All badly wound- 
ed patients should be placed in this position at once 
upon arrival, except some patients with head wounds 
(chiefly those with adequate blood pressure), some 
patients with chest wounds (chiefly those whose 
oxygenation is mechanically impaired by the posi- 
tion), and also patients with pulmonary edema. Un- 
less the head-down position gives rise to obvious signs 
of distress, labored respiration, or cyanosis, it should 
be utilized even in patients with chest wounds and 
with head wounds, as long as the systolic blood pres- 
sure is below 80 mm. Hg. Ideally, all wounded patients 
should have their stomachs emptied before being 
anesthetized in order to avoid the chance of aspira- 
tion of the gastric contents. A further reason for 
this practice is to be found in the observation that 
distention of the stomach is great enough in some 
wounded men to interfere with the circulation, de- 
cided circulatory improvement occurring on evacu- 
ation of the stomach contents. The mechanism of 
this is not clear—possibly the greatly distended stom- 
ach interferes with cardiac filling. Vagal reflexes are 
possibly involved. Exposure to cold is not desir- 
able for a wounded man and will affect his condition 
adversely; so, also, will warming if rapidly carried 
out. Fluid loss through sweat, increased metabolic 
needs, and dilatation of constricted vascular beds 
is a possible consequence of the use of heat. The 
body heat of an injured man should be conserved, 
rather than heat added. Vasoconstrictor and “‘stim- 
ulating” agents are usually of no value in treating 
the wounded man. In large dose they are contrain- 
dicated. Whether oxygen therapy is actually of 
life-saving value in treating wounded men is as un- 
proved as it is in treating pneumonia. It will pro- 
duce definite signs of improvement(a lowered pulse 
rate, and better blood color) and, therefore, appears 
to be justified on a logical basis. Oxygen is most 
conveniently administered by nasal tube. (Four or 
5 patients can easily be serviced from a single oxygen 
tank.) The oxygen is humidified by bubbling 
through a water column. Most patients will toler- 
ate a gas flow of from 4 to 5 liters per minute. Gas- 
tric distention is to be avoided. This must be watch- 
ed for in the unconscious man. If signs of oxygen 
shortage are not relieved by the intranasal adminis- 
tration, one can give higher oxygen concentrations. 
For this a closed system with carbon-dioxide ab- 
sorption, such as an anesthesia apparatus, can be 
utilized. 
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Two units of plasma should be given in the first 
twenty-four hours for each ro per cent of the body 
surface burned, or until important hemoconcentra- 
tion has been relieved. If laboratory facilities are 
at hand, 100 c.c. of plasma should be given for each 
point that the hematocrit is above the normal of 45. 
If the plasma proteins are low, 25 per cent should be 
added to the calculated quantity of plasma needed 
for every gram below 6 per t00 c.c. 

Plasma should be considered as a stop-gap and not 
as definitive therapy for patients who have suffered 
extensive hemorrhage. The patient who has been 
in poor condition because of blood loss, with low 
blood volume and possibly low hematocrit, will often 
be seriously endangered if his blood (and effective 
vascular volume) is increased by plasma without the 
addition of hemoglobin. Plasma alone will not ade- 
quately prepare the seriously wounded man for sur- 
gery. In the badly wounded, 500 c.c. may be given 
as the initial dose. In general, plasma should be giv- 
en only to the extent of elevating the systolic blood 
pressure to about 85 mm. Hg. 

Albumin exerts the greatest osmotic pressure of 
the plasma proteins; 80 per cent of the colloid osmot- 
ic pressure of the normal plasma is accounted for by 
the albumin present. Albumin offers the following 
advantages: its bulk is small; 25 gm. dispensed in a 
solution of 100 c.c. are said to be roughly equivalent 
to 2 units of plasma, when used in the well hydrated 
patient; it is ready for instantaneous use as it is dis- 
pensed; no reconstitution is necessary as with 
plasma; it can be administered in from one-third to 
one-half the time needed for plasma; and it is re- 
markably stable. The disadvantages are as follows: 
albumin is expensive in terms of quantity of blood 
needed to prepare it; its molecule, being smaller than 
that of the globulins, presumably leaks out of the 
blood stream faster than they do; the natural anti- 
bodies of the plasma have, of course, been elim- 
inated as the albumin is separated; the use of albu- 
min is undesirable in the presence of dehydration. 
Albumin should be of advantage for use with air- 
borne troops, in ambulance planes, and in subma- 
rines, where space and weight are at a premium. 

Josep K. Narat, M.D. 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Davidson, C. S., and Levenson, S. M.: Skin Graft- 
ing in Hemophilia. J. Am. M. Ass., 1945, 128: 
650. 


Operative procedures on patients with hemophilia 
are not often undertaken because of the high post- 
operative mortality. 

The present report concerns a successful skin-graft 
operation on a male patient with hemophilia, aged 
twenty-six, by means of a preparation of thrombin 
and sulfanilamide to control the bleeding from the 
donor site. 

This bleeding episode began one month before 
admission to the hospital, following an abrasion and 


contusion of the right leg just distal to the anterior 
tibial tubercle. A transfusion of whole blood was 
given and a dry sterile dressing applied to the area. 
There was little subcutaneous hemorrhage. Healing 
was satisfactory, but the area was traumatized 
again three and one-half weeks later and became 
swollen, red, and exquisitely tender. There was an 
area of cellulitis extending from the knee to the ankle, 
and swollen tender lymph nodes appeared in the 
right groin. The temperature was 102° F., and the 
pulse 140. Full doses of sulfadiazine orally were 
begun, and débridement of the gangrenous skin over 
the infected hematoma was carried out, care being 
taken not to incise normal skin. A firm dressing of 
a sulfathiazole emulsion was applied and subse- 
quently changed infrequently. The patient became 
afebrile on the fourth day and remained so there- 
after. The cellulitis subsided and the wound began 
to granulate. Two weeks after admission, under pen- 
tothal anesthesia, a split-thickness razor graft was 
taken from the lateral aspect of the left thigh and 
applied to the granulating area. The bleeding from 
the donor site was controlled instantly by applying 
a mixture of powdered sulfanilamide and thrombin 
to the area. Firm dry dressings were applied to both 
donor and recipient sites. There were no postopera 
tive complications. The donor site healed unevent- 
fully in nine days. The take of the graft was excel- 
lent. Joun E. Krrxpatrick, M.D. 


Matthews, D. N.: Storage of Skin for Autogenous 
Grafts. Lancet, Lond., 1945, 248: 775. 


The possibilities of skin storage were first consid- 
ered as an answer to the problem of reducing the 
large number of operations with general anesthetics 
necessary to resurface the skin losses of airmen who 
had been deeply and extensively burned in air crashes. 
A succession of operations, to which the patient is un 
suited mentally and physically, had hitherto been 
unavoidable. This was because the amount of time 
needed to resurface all the areas at one operation 
would be prohibitive, and because the operation 
would have to be postponed until all the sloughs had 
separated and all the areas were bacteriologically 
clean enough for skin grafting. This would mean 
that the areas which were ready first would have to 
wait until slower areas also were ready; during this 
time fibrosis would progress, and the functional and 
cosmetic results would therefore suffer. Skin storage 
reduces the number of operations to the short one 
needed to cut the skin. This can be applied as a bed- 
side dressing, without anesthesia, at the required 
time. 

A second use of skin storage is that of reducing the 
number of donor areas needed in multiple-stage rou- 
tine plastic repair of healed wounds. By using stored 
skin the patient is saved the pain of a second or even 
a third donor area, and the donor area often causes 
more pain than the field of operation during the first 
forty-eight hours. The duration of each operation, 
after the first, is also lessened by the time it takes to 
cut a fresh graft. 
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A third use is to provide a spare piece of skin in 
case the graft partially fails. Fortunately, such par- 
tial failures are rare, but losses inevitably occur from 
time to time from sepsis or hematoma formation. 

The graft is folded with its raw surfaces opposed 
as far as its shape allows. It is then wrapped in a 
piece of tulle gras and this in turn in a piece of gauze 
tightly wrung out of normal saline solution. It is 
then put in a sterile air-tight, screw-topped glass 
bottle having a cubic capacity of 20 c.c. It is held 
away from the small amount of fluid which collects 
in the bottle by inserting a ring of rubber tubing or 
leadfoil for it to rest on; if this is not done the sub- 
merged part becomes edematous. The graft is stored 
in a household refrigerator which maintains a tem- 
perature between 3° and 6° C. Lowering the tempera- 
ture slows the autolytic action of the tissue enzymes 
and the destructive power of the micro-organisms. 
By lowering the temperature, the rate of metabolism 
of the cells is reduced so that they pass from a state 
of normal ‘‘active” life into a state of “latent” or 
suspended life. 

A refrigerated graft is indistinguishable from a 
fresh graft; its color is normal; its cut surface is moist 
and has a normal sheen. Blood left on the cut sur- 
face when it was stored is still fluid. The graft is of 
normal texture and elasticity. A thick graft exhibits 
the same tendency to curl at its edges as fresh skin. 
As to the microscopic appearance, the majority of 
grafts are normal. Occasionally there is slight re- 
traction of the protoplasm in some of the cells in the 
deeper layers of the epidermis. This vacuolation 
does not affect the take of the graft. Up to this date 
skin has been preserved seven months without show- 
ing any histological change. Tissue culture has 
demonstrated the power of growth of the cells of 
stored skin. 

There is a possible relationship between refrigera- 
tion and an increase in the power of the skin to with- 
stand infection by some organisms. 

The use of fibrin instead of stitches to fix the skin 
is advocated by the author under some circum- 
stances, to obviate the necessity of anesthesia. 

The results of the first 50 grafts of stored skin were 
satisfactory. JosepH K. Narat, M.D. 


Strumia, M. M., and Hodge, C. C.: Frozen Human 
Skin Grafts. Ann. Surg., 1945, 121: 860. 


Forty-one autogenous split-thickness grafts pre- 
served in the frozen state from one to sixty-one 
days at temperatures of minus 20° to minus 25° C. 
were transplanted to 3 patients. These grafts re- 
sulted in permanent takes in 80.5 per cent of the 
patients. Thirty-four control grafts of fresh skin 
in the same patients resulted in takes in 86.4 per 
cent. The result of grafting does not appear to be 
affected by the time of storage of the grafts in the 
frozen state, at least within the experimental 
limits mentioned. 

Aside from the possible development of skin 
banks for homografts, the preservation of split- 
thickness autogenous skin grafts in the frozen 


state allows the operator to obtain at one operation 
large numbers of grafts which may be employed for 
transplantation at any time later on. 

Louts T. Byars, M.D. 


Farmer, A. W., and Woolhouse, F. M.: Resurfacing 
of the Dorsum of the Hand following Burns. 
Ann. Surg.,; 1945, 122: 39. 

In treating burns of the dorsum of the hand the 
aims are to restore the hand as completely as pos- 
sible to its original functional activity, to provide a 
resilient surface which will withstand ordinary 
trauma, and to furnish a good cosmetic result. A 
resurfacing procedure with free grafts, extensively 
used by the authors in civilian practice and in the 
Services, has given excellent results. Lesions of the 
following varieties have been treated: 

a. A surface covered in part or completely with 
easily traumatized scar epithelium 

b. Asurface covered with ‘‘ burn keloid’’ 

c. Large granulating areas 

d. Large granulating areas with exposed tendons 
and open joints 

In preparing granulating surfaces for operation 
the wounds are dressed with hypertonic electro- 
lytic hypochlorite solution for three or four days. 
Full therapeutic doses of sulfathiazole are started 
two days before operation and this chemotherapy is 
continued for seventy-two hours postoperatively. 

General anesthesia is used with the patient in the 
prone position. Since the majority of the patients 
have bilateral lesions, two operating teams work 
simultaneously. A pneumatic tourniquet is used to 
afford a bloodless field. In clean cases the hand is 
scrubbed with soap and water, sluiced-off with 
saline solution and dried; the customary anti- 
septic preparation is then applied. In cases with 
granulating surfaces, the field is merely sluiced-off 
with saline solution. The granulating surface is 
then cauterized with 60 per cent silver nitrate, and 
the resulting eschar, together with the peripheral 
zone of scar epithelium, is undercut and excised in 
one piece. In clean cases the scar epithelium is 
‘“peeled off’’ so as to leave all the dorsal veins and 
nerves intact. Large bleeders, if any, are ligated 
with oo0000 catgut ties. 

Skin is removed with the Padgett dermatome, 
from 0.016 to 0.020 inch in thickness; it is taken 
preferably from the back. The graft is sewn on with 
a running suture of silk. Subsequent development 
of interdigital webbing is prevented by cutting the 
graft as shown in Figure 1. This places all the 
suture lines at right angles to the direction taken by 
the interdigital scar which causes webbing. 

In clean cases the grafts are dressed with saline 
soaked gauze. In the potentially contaminated 
cases the gauze is soaked with liquid paraffin and 
1:10 sodium-hypochlorite solution. A carefully 
molded fit into the interdigital clefts is obtained, 
and the fingers are individualized. The wrist and 
the metacarpophalangeal and interphalangeal joints 
are placed in approximately full flexion, the palm is 
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Fig. 1. Cutting of the graft in interdigital spaces to 
avoid subsequent webbing. (Courtesy of J. B. Lippincott 
Co.) 


filled with fluffed gauze, and the entire hand then 
covered with two thicknesses of dressing pads, the 
deep layer wet and the outer layer dry. The entire 
hand, forearm, and distal half of the upper arm is 
then wrapped in a bias-cut flannelette bandage with 
the elbow flexed. A light plaster encasement com- 
pletely enclosing the hand is applied over this, and 
when this is firm, and not until then, is the tourni- 
quet removed. 

When changed at from ten to fourteen days, 
these dressings are almost invariably dry, and the 
stitches are removed. After this the patient begins 
active finger exercises and massages the graft gently 
with lanolin or cocoa butter. 

With the successful application of this technique 
the indications for pedicled flaps is steadily de- 
creasing. One remaining indication for their use is 
the case which requires free tendon grafts. 

JosepH J. McDonatp, M.D. 


Pick, J. F.: Dermoplasty of War Wounds of the 
Lower Leg. Am. J. Surg., 1945, 69: 25. 


A method composed of recognized surgical pro- 
cedures is herein presented for the best physio- 
logical revision of war wounds of the lower leg; it is 
based upon the selection of proved principles of 
plastic surgery. The method is detailed and illus- 
trated. Its purpose is maximum revision of the soft- 
tissue deformity to give optimum conditions for 
subsequent orthopedic or plastic reconstruction and 
functional rehabilitation. It consists of absolute ex- 
cision of all damaged soft tissue followed by the best 
available combined methods of grafting. In addi- 
tion, it reduces extensive free grafting to a minimum, 
as it is not the best method of tissue replacement for 
functional as well as cosmetic reasons. A double 


pedicled flap, with reduction in the circumference of 
the leg, and a full-thickness skin graft over the small 
residual surgically created area are used. 

Direct free grafting of extensive ulcerating or 
diseased areas per se, as is the common practice, is 
physiologically insufficient, anatomically inade- 
quate for subsequent mdjor surgery, functionally 
problematical, and cosmetically of little promise. 
The use of single pedicled flaps, especially from the 
contralateral extremity, though more promising, is 
yet not the best available practice and should, there- 
fore, be employed only when no better choice exists. 

Louis T. Byars, M.D. 


Pack, G. T., Scharnagel, I., and Morfit, M.: The 
Principle of Excision and Dissection in Con- 
tinuity for Primary and Metastatic Melanoma 
of the Skin. Surgery, 1945, 17: 849. 


The only proper treatment for malignant mela- 
noma of the skin is wide surgical excision. This 
tumor possesses such a degree of radioresistance, 
that x-rays and radium should never be employed 
in its treatment as long as it remains in the operable 
stage. The principle of radical excision and dis- 
section in continuity which is applied in the surgical 
treatment of carcinomas of the breast and rectum is 
the theoretically sound surgical procedure for all 
malignant lesions. However, the principle cannot be 
applied to all locations or to all tumors. It is im- 
portant to apply it in the treatment of malignant 
melanoma of the skin whenever possible, because of 
the high frequency of local recurrence and of re- 
gional lymphatic metastasis. Operation for malig- 
nant melanoma should be planned to be as radical 
as operation for other types of cancer. Considerable 
ingenuity may be required because of the varia- 
bility in location of melanomas and the fact that 
these tumors drain into so many different groups of 
regional lymph nodes. 

If the melanoma is situated closely adjacent to the 
group of lymph nodes into which it may metasta- 
size, then the operation may be planned so as to 
enable the surgeon to remove the primary melanoma 
and the regional lymph nodes in one encompassing 
excision of the skin and deeper structures. The pro- 
cedure entails a wide sacrifice of skin surrounding 
the melanoma and an extension of the skin ex- 
cision to include the skin overlying the regional 
lymph nodes. The skin flaps are then dissected 
widely back, and at the same time the subcutaneous 
tissues are stripped from the skin. The underlying 
fascia is removed from the muscle along with the 
entire specimen, and the dissection is carried to the 
region bearing the lymph nodes where a meticulous 
and radical dissection is carried out. As a rule, the 
wide dissection of the skin and subcutaneous fat and 
fascia enable the surgeon to approximate the skin 
margins without employing a skin graft. The pro- 
cedure is not feasible when the primary tumor is 
removed a great distance from the regional lymph 
nodes. For example, in the case of subungual mela- 
noma of the finger or toe with metastasis to the 
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Fig. 1. To illustrate the principle and scope of the 
incision and dissection in continuity of a primary melanoma 
of the arm with metastasis to the axillary lymph nodes. 
The relative amounts of skin and deep fascia removed in 
this operation are shown. 


axillary or inguinal lymph nodes, the average sur- 
geon is loath to apply a principle so radical as the 
removal of the entire limb. The disarticulation of 
the limb with dissection of the groin or axilla is 
probably the only way of offering the patient the 
maximal degree of safety. Although the authors 
have done this for some patients when the prognosis 
appeared to be poor, their usual practice is to am- 
putate the finger or toe and perform a radical axil- 
lary or inguinal dissection later. There is a great 
hazard that recurrence of the melanoma may de- 
velop in the intervening space on the limb. If any 
nodules develop on the arm or leg following this pro- 
cedure then nothing short of a disarticulation should 
be considered. 

Generally, the operation of excision and dissec- 
tion in continuity may be used for the removal of 
malignant melanomas involving the skin of the lower 
half of the face, the lower lip and chin, the upper 
chest and neck, along with a radical neck dissection. 
Melanomas involving the superior two-thirds of the 
upper arm, the pectoral and scapular regions, the 
axillary skin, and the skin in the infra-axillary re- 
gion may be removed in continuity with a radical 
axillary dissection (Fig. 1). Melanomas involving 
the superior two-thirds of the thigh, the skin of the 
buttocks, or the iliac quadrant of the abdomen may 
be removed in continuity with radical groin dis- 
section (Fig. 2). Melanomas involving the skin of 
the anus and genitalia, both male and female, may 
be removed in continuity with the lymph nodes in 
both groins. 

It has been found that it is unwise to remove a 
melanoma or epithelioma of the foot and at the same 
time dissect the groin even though metastases are 
present, because metastases may be en route to the 
groin at the time of operation. The lymph nodes 
should be removed later to permit their acting as 
filters for such metastases. The groin dissection 
should not be postponed too long if metastases are 
clinically evident because of the possibility of 
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Fig. 2. To illustrate the scope of operation planned for 
excision en masse of the primary melanoma of the ab- 
dominal wall and the secondary deposits in the inguinal 
lymph nodes. 


secondary metastases to the next higher chain of 
nodes. 

The average interval between the first appearance 
of the primary lesion and the recognition of metas- 
tases in the lymph nodes of the groin is not the same 
for all malignant tumors. In the series of cases at 
the Memorial Hospital, New York, New York, the 
interval for epidermoid carcinoma was thirty months 
and for malignant melanoma only fifteen months. 
It is apparent, however, that these metastases may 
be present but not demonstrable grossly. Elective 
groin dissection is done routinely for all melanomas 
of the lower extremity and genitalia even though 
there is no clinical evidence of metastases. As a 
rule, six weeks are permitted to elapse after the pri- 
mary melanoma has been excised before the elec- 
tive groin dissection is done. 

Joun L. Lrypgutst, M.D. 


Warren, H. D., Balboni, V. G., Rogliano, F. T., and 
Feder, A.: Shock in Acute Infections. N. Eng- 
land J. M., 1945, 232: 671. 


Three case reports of acute infections that pre- 
sented serious states of shock are reported in de- 
tail, particularly as to their treatment. Shock 
during the course of acute infection is not uncommon. 
Recognition is important since death from this 
cause is preventable. In treatment attention is 
called to the need for maintaining an adequate 
circulating blood volume by the intravenous ad- 
ministration of plasma and fluids while the in- 
fection is being treated vigorously by appropriate 
chemotherapy or serotherapy. In the face of 
anoxemia the use of oxygen is indicated and other 
supportive measures should not be neglected. 

WALTER H. Napier, M.D. 
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Jackman, R. J.: Operation for Anal Fistulas. 
Some Reasons for Failures. Am. J. Surg., 1945, 
68: 323. 

A review of the records of 500 patients who came 
to the Mayo Clinic because of an anal fistula, or, 
more specifically, a draining sinus in the perianal, 
anal, or rectal region, disclosed that 43 per cent, or 
nearly half of them, previously had undergone from 
1 to 14 operations that had been unsuccessful. 

The most frequent causes of the failure of opera- 
tion to eradicate an anal fistula are as follows: 
(1) faulty conception of the origin and course of the 
disease, (2) confusion in regard to the anatomy, 
(3) confusion in regard to the terminology, (4) mis- 
taken diagnosis, (5) fear of causing rectal inconti- 
nence, (6) inadequate postoperative care, (7) failure 
to appreciate the danger of performing anorectal 
operations in the presence of infectious diarrhea, 
(8) inadequate anesthesia, and (9) lack of teaching 
facilities in medical schools. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Lam, C. R., and Puppendahl, M.: The Pyruvic- 
Acid Method of Burn Slough Removal. Ann. 
Surg., 1945, 121: 866. 


rhere is general agreement that the process of 
repair in any type of wound is favored by the early 
and complete removal of nonviable tissue. This 
débridement is accomplished mechanically in the 
contused laceration. Although such surgical treat- 
ment has been applied to burns occasionally, it has 
been assumed that a chemical method of slough re- 
moval would be preferable, because of the difficulty 
in making an early and accurate determination of 
the areas which will ultimately prove to be of third 
degree in depth. 

In experimental dogs, early sloughing was pro- 
duced by dressing the small third-degree burns with 
pyruvic acid in starch paste, plain 8 per cent starch 
paste, tragacanth jelly, and cotton wet with distilled 
water. The only common factor in these dressings 
was the ‘“‘wetness.” 

It is suggested that the favorable effect on slough- 
ing obtained with pyruvic-acid paste is due more to 
maceration than to the acid reaction produced 
about the wound. A dry gangrene is thus converted 
into a wet one. SAMUEL Kaun, M.D. 


McIntosh, J., Robinson, R. H. M., Selbie, F. R., 
Reidy, J. P., and Others. Acridine-Sulfona- 
mide Compounds as Wound Antiseptics: Clin- 
ical Trials of Flavazole. Lancet, Lond., 1945, 249: 
Q7. 

Researches have demonstrated that a wide variety 
of bacteria constitute the flora of infected wounds 
and also that gram-negative bacilli, and coliform, 
and proteus bacilli are primary invaders of battle 
and civilian wounds as often as the gram-positive 
cocci. While the gram-negative bacilli are not so 
highly pathogenic as the pyogenic cocci, they often 


seriously delay healing and produce systemic infec- 
tions. Chemotherapeutic substances applied to 
wounds are somewhat restricted in their range of 
action. An efficient antiseptic for local application 
should prevent or control infection by all the vari- 
ous organisms. Penicillin is effective mainly against 
the pyogenic cocci and certain clostridia, whereas 
the gram-negative bacilli are insensitive to penicillin 
and often even destroy it. The sulfonamides are, 
likewise, somewhat restricted in their range but are 
particularly effective in banishing severe strepto- 
coccal infections. 

The acridine antiseptics, such as proflavine, are 
very active against both pyogenic cocci and gram- 
negative bacilli. Accordingly, the authors gave the 
acridines a thorough trial in spite of their possible 
irritant effect on the tissues. They diluted profla- 
vine with sulfathiazole, thus providing a powder 
which covered completely the range of bacteria 
likely to be found in any wound so that a synergic 
action could be obtained. The mixture was 1 part of 
proflavine to 99 parts of sulfathiazole, which can be 
safely used on all types of wounds and has proved of 
great value when used against pyogenic organisms, 
both the gram-positive cocci and the gram-negative 
bacilli, including the proteus bacilli and perhaps to 
a less extent the pseudomonas pyocyanea. The ap- 
plication of this mixture also allows primary suture 
in potentially infected wounds and injuries. This 
powder mixture is now being widely used in the 
English Army and in industry, being applied to 
wounds as a first-aid measure. 

A further advance was recently made in the acri- 
dine series of drugs. A new type of acridine com- 
pound consisting of a chemical combination of an 
acridine and a sulfonamide was introduced. This 
new compound has provided a new series of bacter- 
iostatically active drugs which are neutral or slightly 
alkaline in solution and are less irritant than their 
acridine components, 

Flavazole, a combination of proflavine and sulfa- 
thiazole, was chosen for therapeutic trials. This 
powder mixture can be enhanced in its activity, 
particularly against staphylococci, by the addition 
of penicillin, which is fully active in the presence of 
flavazole. Ina solution of about 1 to 2,000, flavazole 
can be used as an antiseptic eye wash without 
causing irritation. This solution has also proved use- 
ful and safe for the irrigation of infected wounds and 
in bladder lavage. Flavazole is also well tolerated 
by mouth. 

Another member of this series that could be used 
is a 5-aminoacridine-sulfathiazole compound which 
is practically as active as flavazole and has the ad- 
vantage of being almost colorless, having a slightly 
yellow tinge. It is slightly more irritating and less 
soluble than flavazole. 

In-vitro tests to determine the comparative bac- 
teriostatic powers of these compounds, flavazole, 
sulfathiazole, and proflavine, were made. Tests 
show that these new compounds lost none of the bac- 
teriostatic powers of their components. In the case 
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of the proflavine-sulfathiazole compound (flavazole) 
it was found that it has slightly more activity, par- 
ticularly against gram-negative bacilli. 

In general, surgery tests with sulfathiazole-pro- 
flavine powder were carried out and proved equally 
satisfactory. Clinical trials have demonstrated that 
flavazole can be used safely as a solution in the con- 
junctival sac and in any infected cavity as a wound 
antiseptic. For clinical use in the local treatment of 
wounds the authors have recommended a powder 
mixture containing 2 parts of flavazole and 98 parts 
of sulfathiazole. The proportion of flavazole can be 
increased to 5 per cent in the treatment of old sup- 
purating wounds. 

The present report concerns itself mostly with 
trials carried out in the plastic and spinal units of the 
Stoke Mandeville Hospital where the cases were 
mainly open wounds which could be accurately 
observed both clinically and bacteriologically. 

The cases treated in the plastic unit were mostly 
old infected wounds of some weeks’ or even months’ 
duration on which various forms of treatment and 
antiseptics had been used without satisfactory re- 
sults. As most of the wounds were large open ones, 
liable to secondary infection, they presented a severe 
challenge to this clinical trial. It is interesting to 
note that in 50 per cent of the cases the organisms 
disappeared within three days and in a further 25 
per cent they were eliminated within the next four 
days. Operative procedures were therefore possible 
unusually early. The success of the treatment was 
estimated by the take of skin grafts or healing after 
various plastic operations. The clinical assessment 
bears a close relationship to the bacteriological 
findings in that complete success was attained in 50 
per cent of the cases and in the other 50 per cent the 
infecting organisms disappeared within three days. 
Since most of the cases in which the flavazole powder 
mixture was used were heavily infected for a long 
period, they were cases in which there was little hope 
of clearing the infection with methods hitherto em- 
ploved. In most cases the object was to get large 
granulating areas sufficiently free from infection to 
warrant skin grafting. The use of flavazole has 
materially shortened the time factor in clearing up 
infection. Its use does not seem to militate against 
the take of skin grafts, although in every operation 
the recipient site was thoroughly cleansed of residual 
traces of the drug and saline compresses were ap- 
plied immediately before the grafts were applied. 
In the opinion of the authors, flavazole, although not 
universally successful, constitutes the most effica- 
cious local application against mixed infection avail- 
able at the present time. 

In the spinal unit the flavazole powder mixture 
was tried on pressure sores and other wounds which 
were often extensive and all heavily infected with 
pyogenic cocci and gram-negative bacilli. These 
cases presented a far more difficult trial for flavazole 
because of devitalization due to loss of the nerve 
supply, and the location of the wounds which made 
them liable to fecal contamination. Thus, ordinary 


vital processes were unable to assist in the destruc- 
tion of bacteria in the infected areas because of the 
unhealthy condition which existed. Nevertheless, 50 
per cent of the cases were rendered relatively free of 
bacteria. Here again it was noted that in nearly 50 
per cent of the wounds the infecting organisms were 
eliminated within three days. There was, however, 
a greater tendency toward relapse and secondary 
infection, and the clinical results were not so good 
as in the plastic unit. Nevertheless, in spite of the 
difficulty in completely eliminating infection in these 
devitalized tissues, infection was so reduced that 
healing was favored. 

In a powder mixture, 2 per cent flavazole is as 
active as 1 per cent proflavine. Because of the 
greater activity of flavazole against gram-negative 
bacilli, its nonirritating properties, and its greater 
margin of safety, it should be more widely used as 
a wound antiseptic. The mixture of flavazole (2 per 
cent) and sulfathiazole (98 per cent) when used as a 
diluent for penicillin, provides a highly potent anti- 
bacterial powder with a wide range of activity 
against all bacteria likely to be found in wound 
sepsis. Matuatas J. Serrert, M.D. 


Macfarlane, M. G.: Fatality of Gas Gangrene in 
Relation to Treatment. Brit. M.J., 1945, 1: 803. 


In the series of 185 cases of gas gangrene in the 
Central Mediterranean Forces reported, the case- 
fatality rate has been examined in relation to the 
treatment given. The combined method of treat- 
ment with surgical measures, intravenous anti- 
toxin, and bacteriostatic drugs, when given as 
recommended, was highly effective in reducing the 
death rate in cases with gas gangrene of the leg or 
arm. The death rate in cases of gangrene of the 
thigh, buttock, or shoulder region was approxi- 
mately 40 per cent in spite of such treatment, even 
among those who received penicillin systemically. 

The findings suggest that the specific treatment 
is generally effective in controlling the clostridial 
infection, but that in cases in which surgical ex- 
cision of the affected tissue is limited in extent, 
some factor associated with the local damage to 
muscle may contribute to the severity of the 
disease. Benjamin GOLDMAN, M.D 


Spotts, S. D., and Davis, J. B.: Allantoin-Sulfanila- 
mide Ointment in Surgery. Am. J. Surg., 1945, 
69: 4. 

The authors stress that success with local sulfona- 
mide therapy is dependent upon efficient and sound 
surgical practice, including local cleanliness and 
débridement of devitalized tissues. Sulfanilamide, 
because of its rapid diffusion rate and high degree of 
solubility, was selected as the drug of choice. 

In the authors’ experience, sulfonamides alone, 
either in powder form or in solution, decreased the 
incidence of wound infection, but when large 
amounts were used, delay in healing was noted. 

Following the suggestion of earlier reports the 
authors combined allantoin with sulfanilamide (2 
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per cent allantoin and 10 per cent sulfanilamide in a 
nongreasy water miscible base) and treated over 100 
patients with various conditions, including trau- 
matic wounds, leg ulcers, postoperative wound 
infections, carbuncles, frostbite, decubitus ulcers, 
and infected burns. Infection was controlled and 
healing was uninhibited. None of the patients mani- 
fested any local or systemic reactions. Four case 
histories are presented. Or anp B. Scott, M.D. 


ANESTHESIA 


Andros, G. J., and Henderson, C. W.: Experience 
with Continuous Caudal Analgesia in Obstet- 
rics at the University of Michigan Hospital, 
Ann Arbor. Am. J. Obst., 1945, 50: 68. 


Certain findings made during continuous caudal 
analgesia in obstetrics and reported by others are 
further supported by the authors’ experience with 
250 consecutive cases: 

1. Complete relief of pain during labor and de- 
livery may be obtained, without impairment of 
consciousness or abolishment of voluntary motion, 
and without interference of uterine contractions. 

2. The respiratory and other vital mechanisms of 
the child are not depressed. 

3. Labor is shortened in most cases. 

4. Blood loss during labor is decreased, and post- 
partum hemorrhage is minimized. 


5. The incidence of operative delivery is defi- 
nitely increased, but chiefly the outlet forceps are 
used. There was no increase in any of the major or 
more serious obstetric operative procedures in the 
series. 

Complete success was attained in 203 cases (81.2 
per cent), and partial success in 29 cases (11.6 per 
cent). In this group successful caudal analgesia dur- 
ing labor was deliberately terminated in 14 patients 
(5.6 per cent). 

In 7 of these patients labor did not progress 
satisfactorily because of other factors than the cau- 
dal analgesia, and it was deemed advisable to give 
the patients a complete rest. 

Fifteen patients (6 per cent) on whom caudal 
analgesia was attempted obtained incomplete relief 
from pain or analgesia that could not be maintained 
as long as necessary. Five patients in this group 
never were completely relieved of all discomfort, and 
4 others became refractory to subsequent injections 
after a period of successful analgesia. In 4 cases the 
needle became dislodged toward the end of labor, and 
in 2 others the needle became plugged. It was 
necessary to deliver this group of patients with the 
use of supplementary gas or open-drop ether anes- 
thesia. 

The remaining 11 failures were attributed to im- 
proper insertion of the needle. 

Epwarp L. Cornett, M.D, 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


List, C. F., Burge, C. H., and Hodges, F. J.: Intra- 
cranial Angiography. Radiology, 1945, 45: 1. 


Intracranial angiography means roentgenography 
of the skull following the perfusion of the intra- 
cranial blood vessels with radiopaque media. The 
method was first applied by Egas Moniz of Lisbon 
in June, 1927. He injected the carotid system with 
70 per cent strontium bromide. After 1 patient 
died he changed the contrast medium to 26 per cent 
sodium iodide and when this, too, proved dangerous 
in 1931 he substituted thorotrast, which material he 
has used successfully since that date. 

At the University Hospital of Ann Arbor, Michi- 
gan, intracranial angiography has been employed in 
well selected cases since January, 1941. The number 
of cases examined amounted to 127. In the bulk of 
these the injection was made through the carotid 
system. Vertebral arteriography was performed in 
only 6 instances. 

The procedure is particularly valuable in sus- 
pected intracranial aneurysms, anomalies of the 
intracranial blood vessels, certain cases of arterial 
occlusions, and in the localization of expanding 
lesions involving one cerebral hemisphere. 

Since the injected blood vessles are used as a 
system of landmarks it is necessary to make stereo- 
scopic lateral roentgenographs as well as frontal 
roentgenographs of the skull. 

Normally it takes four seconds for the injected 
opaque material to pass from the carotid artery by 
way of the various cerebral vessels and their capil- 
lary networks to the large intracranial venous 
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sinuses. By proper timing roentgenograms can be 
made either of the arterial phase (arteriograms) or 
the venous phase (venograms) of the cerebral cir- 
culation. If the injection is made through the 
vertebral artery the time of passage of the opaque 
medium into the venous sinuses is slightly longer. 
Increased intracranial pressure and widespread 
venous stasis likewise result in some prolongation of 
the intracranial circulation time. Partial vascular 
occlusion, aneurysm, and certain neoplasms may 
produce localized slowing of the blood flow. 

The authors describe in detail the anatomical 
appearance of the (A) carotid arteriogram, (B) 
vertebral arteriogram, (C) venogram obtained by 
carotid injection, and the venogram obtained by 
vertebral injection. 

The technique of the surgical procedure likewise 
is described in detail. Local anesthesia is used. 
The site of the incisions is schematically illustrated 
in Figure 1. For carotid angiography the external 
carotid is strangulated and the injection is made 
either into the internal carotid or common carotid 
before the bifurcation. For vertebral angiography 
one may use the direct or indirect method. In 
direct vertebral angiography the vertebral artery is 
punctured before it enters the transverse process of 
the sixth cervical vertebra (Fig. 2). In indirect 
vertebral angiography vertebral perfusion is ob- 
tained by retrograde injection into the subclavian 
artery following strangulation of the subclavian 
artery and thyrocervical axis (Fig. 3). The external 
jugular vein may have to be ligated and divided. 
The sternocleidomastoid muscle is retracted me- 
dially, and for good exposure its lateral margin may 
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Fig. 1. Schematic drawing to show the surgical incisions 
used for arteriography. 1. For carotid injection. 2. For 
direct vertebral injection. 3. For indirect vertebral in- 
jection (retrograde subclavian injection). 

Fig. 2. Schematic drawing to show the technique of 
direct vertebral arteriography. 

Fig. 3. Schematic drawing to show the technique of 


indirect vertebral arteriography. After strangulation of 
the subclavian artery (and thyreocervical axis), the con- 
trast medium is injected against the current of blood into 
the subclavian artery. Most of the contrast medium is 
forced into the vertebral artery; some may flow into the 
common carotid. 
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have to be cut. An 18-gauge needle is used and the 
amount of opaque material injected usually varies 
between ro and 15 c.c. 

The x-ray procedure is quite simple. The authors 
prefer stable, well calibrated, heavy-duty equipment 
rather than light mobile apparatus which can be 
wheeled into the operating room. For exact posi- 
tioning and duplication of particular projections 
they use a head table of the type developed at the 
University of Chicago. Split-second exposures are 
not as satisfactory as exposures up to 1.5 seconds, 
but not longer. 

Thorotrast, which is 25 per cent thorium dioxide 
in colloidal suspension, was found to be the best 
contrast medium despite its undesirable property of 
long half-life radioactivity. There has been no 
fatality in the series attributable to the procedure. 
In 3 per cent of the cases certain untoward effects 
such as transient hemiparesis, hemiparesthesia, 
aphasia, and convulsive manifestations were noted. 
Contraindications are extreme arterial hyperten- 
sion, advanced arteriosclerosis and hemorrhage, and 
thrombosis or embolism of the cerebral vessels. 

Intracranial angiography should be used with dis- 
cretion after preliminary localization of the lesion. 
The carotid injection serves a good purpose in the 
supratentorial lesions, whereas the vertebral in- 
jection is of greater value if the lesion lies in the 
posterior fossa. T. Leuvcutia, M.D. 


Jaffe, H. L.: Evaluation of Roentgen Therapy in 
Filariasis. Am. J. Roentg., 1945, 53: 483. 


Filariasis in the present military conflict has be- 
come a disease that has challenged the ingenuity 
of the doctor. The author evaluates the results of 
roentgen therapy in a group of patients afflicted 
with filariasis with those in another group of patients 
who were not treated with roentgen therapy. 

From seven to nine months after arrival in the 
South Pacific Islands, military personnel were found 
to be afflicted with the disease. The disease starts as 
a lymphadenitis; then continues as a retrograde 
lymphangitis. No cutaneous manifestations are 
noted. The symptoms are: fever, headache, ano- 
rexia, mental sluggishness, nervousness, fatiga- 
bility, and pain in the area of lymphadenopathy. 
The lesions are caused by the wuchereria ban- 
crofti. Positive blood smears are rare. The organ- 
ism may be found in, the lymph nodes. Man serves 
as a host and 45 varieties of mosquitoes are inter- 
mediate hosts. 

The evaluation of therapy is difficult because of 
spontaneous remissions and exacerbations. Re- 
ports in the literature are not too conclusive as to 
the value of roentgen therapy. As a result, two 
groups of 50 patients each were selected for treat- 
ment: one was to receive irradiation and the other 
to serve as a control to go through the maneuvers 
of receiving roentgen therapy without actually 
receiving any. The control group had no knowl- 
edge of not having received therapy. In the group 
receiving roentgen therapy, the treatment was 


given locally, and in some instances, whole-body 
irradiation was used. The technique was as fol- 
lows: medium or deep voltage (135 to 200 kv.p.), 
15 ma., 50 cm. tube skin distance, 0.5 mm. of copper 
plus 1. mm. of aluminum filtration, a 10 by 15 cm. 
field; 150 roentgens measured in air were given on 
alternate days for a total dose of 450 roentgens. 
When whole-body therapy was used, 10 roentgens 
were given per treatment. 

The results were not encouraging. In a four- 
month follow-up study there was no difference in 
the results obtained in the irradiated and control 
groups. Nor were any beneficial effects noted as to 
frequency, duration, or severity of the recurrent 
attacks. In some patients the size of the local 
glands decreased with roentgen therapy. Local 
roentgen therapy was more effective than whole- 
body irradiation. Maurice D. Sacus, M.D. 


Rosh, R., and Raider, L.: Radiation Therapy of 
Carcinoma of the Thyroid. Radiology, 1945, 44: 
556. 

The authors publish a series of 64 cases of car- 
cinoma of the thyroid seen in the Radiation Therapy 
Department of Bellevue Hospital, New York, New 
York, since 1923. Unlike the cases encountered in 
the large thyroid centers, such as the Lahey Clinic, 
the Cleveland Clinic, and the Mayo Clinic, they 
were for the most part far advanced, a fact which 
reflects on the final results. 

In connection with this series of cases the authors 
discuss the following aspects of carcinoma of the 
thyroid: incidence, pathology, metastases, clinical 
picture, differential diagnosis, treatment, and prog- 
nosis. 

A study of the incidence would suggest that car- 
cinoma of the thyroid is on an increase but this is 
more apparent than real, as it is due to advances in 
clinical and pathological diagnosis. The proportion 
among thyroid tumors has been estimated at from 
1 to 5 per cent. According to Hare, deaths from 
thyroid cancer represent 0.66 per cent of all carci- 
noma deaths in the United States. The age incidence 
varies widely, cases having been observed in early 
childhood and in patients in the nineties. The 
average age is about fifty years. There are far more 
cases among females, the ratio to males being ap- 
proximately 2:1. 

There are various systems of pathological classi- 
fication of the malignant neoplasms of the thyroid. 
The simplest is that of Pemberton, of the Mayo 
Clinic. It is as follows: (1) papillary adenocarcinoma; 
(2) adenocarcinoma in adenoma (malignant ade- 
noma); (3) diffuse adenocarcinoma; (4) epithelioma, 
and (5) sarcoma. The characteristics of these sub- 
groups are discussed. 

Metastases occur, in order of frequency, in the 
regional lymph nodes, mediastinum, lungs, bones, 
liver, kidney, pleura, and brain; and less frequently 
in the pancreas, breast, spleen, and even the retina. 
In the authors’ series, metastases appeared in 1 case 
sixteen years after operation. 
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In a large percentage of thyroid carcinomas, the 
diagnosis is made only at operation or even at sub- 
sequent pathological examination. However, the 
following criteria may prove of diagnostic value: 
(1) recent enlargement of a pre-existing thyroid 
adenoma; (2) pressure symptoms, which often are 
quite out of proportion to the size of the tumor; (3) 
hoarseness, resulting from involvement of the re- 
current laryngeal nerve; (4) firm consistency of the 
tumor; (5) change in outline of the tumor; and (6) 
loss of mobility of a previously movable tumor. 

Differential diagnosis includes benign adenoma 
with hemorrhage and thyroiditis of the Riedel- 
struma type. 

Portmann divides carcinoma of the thyroid in 
four groups according to the amount of involvement: 
(1) cases in which the diagnosis is made only on 
histological examination; (2) cases in which the diag- 
nosis is suspected because of recent enlargement or 
because of the patient’s age; (3) cases in which there 
is clinical evidence of malignant growth extending 
beyond the capsule of the tumor, without distant 
metastases; and (4) cases with distant metastases. 
The authors’ cases were divided as follows: group 
I—3 cases, group 2—5 cases, group 3—5 cases, and 
group 4—51 cases. The end results were: group 1— 
1 patient survived ten years or longer; group 2—1 
patient was known to be alive less than five years; 
group 3—1 patient survived from five to ten years, 
and group 4—3 patients survived from five to ten 
vears, and 2 patients survived ten years or longer. 
Of the remainder, 33 patients were known to be dead 
and 23 were presumed to be. 

The ideal treatment is early and complete excision 
with subsequent irradiation. In the authors’ series 
the irradiation was carried out with 200 kv., 20 ma., 
50 cm. distance, and 0.5 mm. of copper and 1.0 mm. 
of aluminum or Thoraeus filter. The number of 
portals depended on the lesion and the patient; from 
200 to 300 roentgens were given to one portal daily. 
The total dose was calculated so as to be cancerocidal 
to the tumor-bearing area and its lymphatic drain- 
age, which means that all cases were treated to skin 
tolerance. The series was repeated after from six to 
eight weeks if the skin was in satisfactory condition. 
When there was residual tumor following the second 
series of roentgen therapy, gamma rays were used in 
the form of a 5 gm. radium pack or a collar contain- 
ing radium tubes. 

Three rather unusual cases are reported in detail. 

T. Levcutia, M.D. 


Buschke, F., and Cantril, S. T.: Irradiation Fail- 
ures in Early Cervical Cancer; Improved Irradi- 
ation or Return to Surgery? Am. J. Roentg., 
1945, 54: 60. 

A statistical analysis of the results obtained at the 
leading radiological centers throughout the world 
indicates that in the treatment of epidermoid car- 
cinoma of the cervix of all stages, adequate radiation 
therapy is superior to the radical Wertheim hyster- 
ectomy. More recently, however, certain criticisms 


TABLE I.—ANALYSIS OF FAILURES 
































1935-1043 
1935-1938 1939-1943 Total No. 
of Cases 
Treatment incomplete | insanity (1) mental 2 
attitude (1) 
Distant metastases pulmonary (1) I 
Extrapelvic complica- | cardiac (1) nephritis (1) 3 
tions; pelvic disease meningitis p. 
controlled otitis (1) 
Pelvic complications | pyometria (1) pregnancy (1) 4 
cancer with second pelvic 
postpartum care (1) 
sepsis (1) 
Death from sequelae | intestinal obstruc- 3 
of treatment; dis- tion (2) y 
ease controlled rectal and vaginal 
necrosis (1) 
Treatment errors, low external 2 
disease uncontrolled dose (2) 
Unexplained —— i (3) 4 


have been made. Based on these, Taussig recom- 
mends an iliac lymphadenectomy in conjunction 
with irradiation, and Meigs has resumed the Wer- 
theim operation for selected cases in preference to 
radiation therapy. 

The authors, in co-operation with John Wirth, 
formerly analyzed the failures of irradiation in the 
cases of carcinoma of the cervix treated at the 
Swedish Hospital Tumor Institute during the period 
between 1935 and 1938. Prompted by the criti- 
cisms, they now review the failures in the cases of 
operable cervical cancer, stages I and II, which were 
treated between 1935 and 1943. A total of 79 pa- 
tients belongs in this category; 19 of these patients 
are dead or show active disease at the time of this 
report. The reasons for the failures are shown in 
table I. 

Two questions come up in studying this table: 

1. How many, if any, of these patients could have 
been saved by more adequate radiation therapy? 

As is noted, 3 patients with controlled carcinoma 
died from radiation necrosis. This occurred at the 
time when the dangers of supervoltage roentgen 
therapy were not fully realized and when radon, in- 
stead of the radium element, was used. The situa- 
tion has now been satisfactorily corrected, although 
sometimes in the later stages of carcinoma severe in- 
testinal reactions cannot be avoided if a permanent 
cure of the cancer is attempted. Of the 4 patients 
with pelvic complications,1, or perhaps 2, could have 
been saved by a more judicious conduct of therapy. 
Likewise, the 2 patients in the sixth group might 
possibly have been saved by a better distribution of 
the dose in space. The case histories of 6 patients 
are presented in brief résumés. 

2. Could any of these patients have been saved if 
they had been treated by radical hysterectomy in- 
stead of irradiation? 

Meigs lists 5 reasons why he considers surgery 
superior to irradiation: (1) if the cervix has been re- 
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moved there is no chance for a new cancer to grow in 
it; (2) if the cervix has been removed, no cervical 
cancer can regrow in it as recurrence; (3) certain 
cancers of the cervix are radioresistant; (4) there will 
be less damage to the bowel if surgery is undertaken; 
and (5) patients with lymph-node metastases can in 
some instances be cured by surgery, but not with 
irradiation. 

It is the authors’ opinion that the first, second, 
and fourth reasons are not valid. The third reason 
should be accepted only after careful analysis of the 
histopathological findings. As to the fifth reason, 
surgical dissection has unquestionable preference in 
the management of the lymphatic area, especially 
since with the largest total dose the amount of radi- 
ation delivered to the peripheral pelvic lymph nodes 
is too small to produce a complete destruction of the 
carcinoma. 

Two surgical procedures are available. Taussig 
recommends a combination of radiation therapy and 
lymphadenectomy, but according to the authors it 
is questionable whether, viewed statistically, the 
combination will accomplish as much as either pro- 
cedure alone, although it is admitted that occasional 
cases may be saved. The second procedure is the 
radical Wertheim operation without radiation ther- 
apy. A review in retrospect of the authors’ cases 
according to the rigid standards of Meigs shows that 
only 1 case would have been acceptable for the pro- 
cedure. 

The conclusion is, therefore, drawn that because 
of the stated requirements, the number of cases con- 
sidered suitable for the Wertheim operation is small. 
Since it is impossible to recognize these cases prior to 
treatment, it is most likely that, from a statistical 
point of view, the actual survival rate following 
surgery would be smaller than that following radical 
radiation therapy if it were instituted. 

T. Leucutia, M.D. 


MISCELLANEOUS 


Warren, S.: The Therapeutic Use of Radioactive 
Phosphorus. Am. J. M. Sc., 1945, 209: 701. 


Radioactive phosphorus was used in the treat- 
ment of 67 cases of leucemia, and in a few cases of 
lymphosarcoma, plasmocytoma, Hodgkin’s disease, 
and polycythemia vera. There were 81 cases in all. 
Most of the patients had failed to respond to roent- 
gen therapy or presented far advanced conditions. 
Thirty-three per cent of the patients were benefited 
temporarily by the treatment, as judged by the re- 
turn to a fair degree of their former activity for three 
months or more, the significant lowering of the white 
count with an increase in the proportion of mature 
leucocytes present, and the return of the tempera- 
ture and basal metabolic rate to normal. Some of 
these patients responded better than would have 
been expected with the ordinary means of therapy, 
but at best the treatment was only palliative. The 
response was most marked in patients with chronic 
and subacute myelogenous leucemia who had pre- 
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viously been treated by roentgen therapy, and in 
those with lymphatic leucemia not so treated. 

One important factor in gauging the chance of 
improvement in a given case was the extent of in- 
volvement of the bone marrow by the leucemic proc- 
ess as shown by sternal biopsy at the beginning of 
treatment, for, if infiltration was very extensive and 
normal hematopoiesis was reduced to a minimum, 
the wiping out of the leucemic cells, in effect, simply 
changed a leucemia to an aplastic anemia. On the 
other hand, therapeutic doses of radioactive phos- 
phorus did not appear to damage normal red-cell 
formation appreciably in leucemia, although such 
medication caused a rapid drop in the red-cell count 
in polycythemia vera. Megakaryocyte production 
was little affected by the dosage used. Radiation 
sickness occurred in only 1 case. 

Phosphorus was the agent chosen because, among 
many temporarily radioactive substances, it has 
certain advantages as a means of internal thera- 
peutic radiation for leucemia. Its half-life of four- 
teen and three-tenths days is long enough to permit 
those chemical procedures which are necessary to 
convert it to a compound suitable for administration 
without undue loss of activity, and short enough to 
have no long-range harmful effects on the body. 
The beta rays given off have a penetrating power of 
only 2 to 4 mm. of tissue, and certain cells, among 
them leucemic ones, absorb the material preferen- 
tially. The end-product of the reaction, sulfur, is not 
radioactive and is harmless. 

The radioactive phosphorus used in these cases 
had been prepared either by bombardment, by cy- 
clotron, of red phosphorus placed in the external 
target chamber, or by bombardment of an iron phos- 
phide probe placed in the deuteron stream of the cy- 
clotron just inside the port. The P® so obtained 
was then converted to phosphoric acid and finally to 
MgNH,PO, or Na2:HPO,, in which form the de- 
sired dose, diluted with 300 c.c. of 0.85 per cent 
sodium chloride and 5 per cent glucose, was admin- 
istered to adult patients intravenously. In the 7 
cases presented in detail, the dosage ranged from 
1,000 to 3,900 mc. of radioactive phosphorus spaced 
at intervals of some days to many months according 
to the progress of the case. Practically all of the P® 
given intravenously was excreted by the kidneys. 
In a few cases the drug was given orally but this route 
was considered less desirable since from 20 to 30 per 
cent of the dose was not absorbed, largely because of 
its precipitation in the gastrointestinal tract as in- 
soluble phosphates. 

The measurements of radioactivity were made 
with a Geiger-Muller counter, checked at intervals 
with a Lauristen type of electroscope. The ionizing 
power of the beta radiation of the phosphorus was 
recorded in millicurie equivalents, i. e., compared 
with the ionizing effect on air of 1 mc. of radon (gam- 
ma radiation), although, as emphasized by the au- 
thor, there can be no direct translation of biological 
effectiveness from radioactive phosphorus to radon. 

LIttiAN Dona.pson, M.D. 
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Drinker, C. K.: Resuscitation from Electric Shock. 
J. Am. M. Ass., 1945, 128: 665. 

In electric shock the victim is unable to breathe 
and his heart and circulation may or may not be 
operating. The question arises whether or not, 
during artificial respiration, any drug could be ad- 
ministered which would at once improve the chances 
for revival of breathing, or aid the condition of cir- 
culation. 

The following drugs can be shown by animal ex- 
periments to stimulate breathing: (1) strychnine 
sulfate; (2) picrotoxin; (3) metrazol; (4) niketha- 
mide (coramine); (5) caffeine and sodium benzoate, 
and (6) alpha lobeline. It is the author’s opinion 
that none of these drugs benefits the breathing sig- 
nificantly in electric shock. Caffeine and sodium 
benzoate, given intravenously, may be useful, but 
have no specific potency. The Edison Institute 
might do well to finance research aiming at the dis- 
covery of a more satisfactory drug. 

The condition of the heart and of the blood circu- 
lation as a result of electric shock is much better 
understood. The following derangements may be 
met: 

1. The shock, by passing through the medulla, 
may stop the breathing, a fact which after four or 
five minutes leads to a lack of oxygen in the blood. 
Artificial respiration should be used to remedy this 
condition. 


2. Since the medulla also contains the centers for 
regulating the heart rate and the blood pressure, the 
electrical shock passing through it may affect the 
function of these centers. Various situations may 
arise, as: (a) absent breathing with very slow and 
weak heart and low blood pressure; (b) good breath- 
ing with slow heart and variable blood pressure but 
becoming low, and (c) irregular breathing showing 
a tendency to stop with slow, irregular, and weak 
heart, and low blood pressure. Artificial respira- 
tion for absent or inadequate breathing is, of course, 
essential. If breathing is feeble and unreliable, oxy- 
gen-carbon dioxide inhalation is helpful. Absolute 
rest is imperative. If the danger of circulatory in- 
adequacy persists and caffeine and sodium benzoate, 
as discussed in the section of breathing, fail to remedy 
the situation, one may consider an intravenous injec- 
tion of a small dose of epinephrine or ephedrine as a 
last resort. In either case the injection should be 
given very slowly. 

3. If the electrical shock passes through the heart, 
ventricular fibrillation may follow. In such an in- 
stance the victim appears dead white, not bluish, 
the pulse quickly becomes imperceptible, and after 
3 or 4 breaths respiration ceases. The intracardiac 
injection of epinephrine, which is sometimes prac- 
ticed, serves only to make the fibrillation worse, so 
that any chance of spontaneous shift to normal pul- 
sation is lost. T. Levcutta, M.D. 











MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Kyhos, E. D., Sevringhaus, E. L., and Hagedorn, D.: 
Large Doses of Ascorbic Acid in Treatment of 
Vitamin C Deficiencies. Arch. Int. M., 1945, 75: 
407. 

The effects of large doses of synthetic ascorbic acid 
on urinary excretion, plasma, and whole blood are 
reported for 26 patients hospitalized for other ail- 
ments but judged also to be deficient in vitamin C 
on the basis of history, clinical signs, and low plasma 
content of ascorbic acid. 

If the plasma level was low single doses of from 
100 to 500 mgm. of ascorbic acid proved efficient. 
Some patients received as much as 1.5 gm. in one 
day without significant urinary loss, while the 
plasma content of vitamin C was increased to high 
normal levels. In order to produce a twenty-four- 
hour excretion of 40 mgm. or over, from 0.5 to 2.0 
gm. of ascorbic-acid supplement was required, and 
for saturation, from 1.5 to 2.8 gm. In a few cases 
intravenous administration resulted in a slightly 
greater excretion. 

The individual variation in the renal threshold for 
ascorbic acid apparently is wide. The probable 
plasma level for this series ranged between 1.1 and 
1.9 mgm. per cent. 

That a determination of the whole-blood level is 
superior to that of the plasma level in the diagnosis 
of vitamin C deficiency was not demonstrated. Pa- 
tients with low plasma values generally excreted 
very small amounts of ascorbic acid until the dosage 
had raised the plasma levels to above 1.0 mgm. Age 
did not seem to affect the results significantly but 
variations in the results of treatment were observed 
that might be attributed to sex. Disease is probably 
one factor that may influence the response to ascor- 
bic-acid treatment. In the presence of renal involve- 
ment or blood dyscrasias, response was atypical. 

WALTER H. Napier, M.D. 


Comroe, J. H., Jr., Dripps, R. D., Dumke, P. R., and 
Deming, M.: Oxygen Toxicity. J. Am. M. Ass., 
1945, 128: 710. 

One hundred per cent oxygen administered to a 
large group of normal men continuously for a period 
of twenty-four hours produced substernal distress 
in 82 per cent of the men. The vital capacity was 
usually decreased significantly. Signs of nose and 
throat irritation were common. Control subjects 
breathing room air through the same apparatus did 
not experience these symptoms. 

Intermittance (up to fifteen minutes’ rest every 
three hours) did not decrease the incidence of the 
complaints. 

Seventy-five per cent oxygen produced symptoms 
in only 55 per cent of the subjects; 50 per cent oxy- 


gen produced no symptoms during the twenty-four- 
hour period. Since oxygen tents or catheters rarely 
produce alveolar oxygen concentrations higher than 
50 per cent, these forms of administering oxygen are 
completely safe. 

Breathing of 100 per cent oxygen at high altitudes 
(low total atmospheric pressures) does not produce 
symptoms. This indicates that the symptoms are 
due to high oxygen tensions and not to the elimina- 
tion of nitrogen. 

The use of 100 per cent oxygen for short periods 
is probably safe in all patients, but when oxygen 
must be given in excess of twelve hours the following 
rules should be observed: (1) the oxygen concentra- 
tion should be reduced to 60 per cent unless this is 
insufficient to saturate the arterial blood, and (2) if 
100 per cent oxygen must be administered, a careful 
check should be made for the symptoms most likely 
to occur as a result of the high tension of oxygen. 

There are three chief groups of indications for oxy- 
gen therapy: (1) to combat arterial anoxemia, (2) 
to hyperoxygenate the blood in conditions not asso- 
ciated with anoxemia—coronary occlusion, fever, 
migraine, polycythemia, and so on, and (3) to eli- 
minate nitrogen from the body—to prevent decom- 
pression sickness or to combat intestinal distention. 

With respect to the first indication, the rational 
use of oxygen in anoxemic states should be governed 
by measurements of arterial-blood oxygen saturation. 
The techniques of arterial puncture and determina- 
tion of arterial-blood oxygen saturation by the Van 
Slyke method are simple enough to be employed 
more widely. The indication for this type of oxygen 
therapy is decreased saturation of the arterial blood; 
a high enough dose or concentration has been given 
when the oxygen saturation has returned to normal, 
and it is not necessary to exceed this. One hundred 
per cent oxygen may be given with safety to all an- 
oxemic patients for short periods. When oxygen 
therapy must be continued beyond a twelve-hour 
period, the concentration must be decreased to 50 or 
60 per cent unless this is insufficient to properly 
oxygenate the arterial blood. When unsaturation of 
the arterial blood persists despite inhalation of 60 per 
cent oxygen, from 80 to 100 per cent oxygen should 
be given, since arterial unsaturation represents more 
of a threat to the patient’s life than does the possi- 
bility of a tracheobronchitis due to the oxygen. One 
hundred per cent oxygen should be used for Jong 
periods only when lower concentrations fail to satu- 
rate the blood. 

With respect to the second indication for 100 per 
cent oxvgen therapy (hvperoxygenation of the blood 
in conditions not associated with anoxemia or lung 
damage), it-appears safe to use 100 per cent oxygen 
for twenty-four hours and possibly longer, for these 
individuals are wholly comparable to normal sub- 
jects. In these cases the physician should question 


512 





a a’ 


 - -—-6~ Sl 


an a an. ae ae ee a 


oo .34 








J. . ee) er en ee i, a 


1 = US eee 





MISCELLANEOUS 513 


the patient every six hours in regard to substernal 
distress, especially following deep breathing or re- 
moval of the mask; if not contraindicated clinically, 
a careful vital capacity determination should be 
made twice daily to detect the appearance of pul- 
monary congestion. 

With respect to the third group (denitrogenation), 
there is rarely a need for prolonged breathing of 100 
per cent oxygen since nitrogen is eliminated from the 
body within several hours. Further inhalation of 100 
per cent oxygen to remove nitrogen and relieve intes- 
tinal distention should not be necessary unless the 
patient swallows air on removal of the mask. 

CHARLES Baron, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Dobson, L., and Cutting, W. C.: Penicillin and 
Sulfonamides in Actinomycosis. J. Am. M. 
Ass., 1945, 128: 856. 

The present report describes 16 cases of various 
types of actinomycosis—3 pulmonary, 2 abdominal, 
and 11 of the cervicofacial type—which were treated 
with sulfonamides or penicillin. 

During the last three years a number of articles 
dealing with the use of sulfonamides in the treatment 
of actinomycosis have appeared in the literature and 
there is general agreement that the sulfonamides are 
of great value. The reports show that not only the 
cervicofacial type, but also the extensive abdominal 
and pulmonary types of actinomycosis have been 
cured, or at least arrested, for long periods of time 
following the use of sulfonamides. However, it is 
still too early to draw final conclusions as to the effi- 
cacy of penicillin in the treatment of actinomycosis. 
The reports in the literature show that penicillin is 
an effective agent in treating actinomycosis. Several 
failures, however, have been reported. 

The authors compare the effectiveness of peni- 
cillin and of the sulfonamides in the treatment of ac- 
tinomycosis and they are agreed that final conclu- 
sions should not be drawn until patients have been 
followed up for a period of not less than eighteen 
months. Treatment with the sulfonamides and peni- 
cillin proved very beneficial in most of the authors’ 
cases, which are reported with the idea of encourag- 
ing greater use of the drugs and accumulating a larger 
series of cases from which definite conclusions may 
be drawn. 

In addition to the effects of these drugs in 16 
cases of actinomycosis, various concentrations of 
penicillin and sulfadiazine were observed for their 
effects on different strains of actinomyces in vitro. 
The 16 cases are reported in considerable detail with 
regard to their clinical history and individual treat- 
ment. The difficulty usually experienced in estab- 
lishing the diagnosis of actinomycosis is that of 
finding sulfur granules in the pus. In 12 of the 16 
cases, the typical sulfur granules of actinomyces 
bovis were found. In 1 case the infective organism 
was identified as actinomyces asteroides; in the 


remaining 3 cases the exact species was not iden- 
tified. 

Of the 16 patients treated, 7 were considered 
cured; in 7 the disease was arrested; and 2 patients 
died. When the dosage was adequate, prompt im- 
provement followed in each instance. With excep- 
tion of the 2 fatal cases, all of the patients remained 
cured, or the process was arrested for a considerable 
period of time. Of the 2 fatal cases, 1 had re- 
vealed extensive pulmonary involvement and had 
shown improvement with each short course of sulfa- 
diazine, but treatment was not continued long 
enough on any occasion to be effective; the other 
case, with extensive liver and peritoneal abscesses, 
had responded to sulfathiazole and the process was 
arrested for several months after discontinuance of 
the drug; however, the short course given in the 
terminal stage of illness was ineffective. 

A survey of the cervicofacial cases showed that in 
9 of 11 patients there had been dental extractions. 
In 6, the extractions preceded the appearance of the 
infection, whereas in 3 the extractions were not done 
until after the infection had started. In the 2 re- 
maining cases pus was draining from around one or 
more teeth. The authors believe that these cases 
support the “endogenous” theory of infection which 
suggests that the pathogenic organisms are more or 
less constantly present in the mouth and in the ali- 
mentary canal, rather than the “exogenous” theory 
which suggests that the infective organisms are 
taken into the mouth accidentally and at once pene- 
trate into the tissues. Moreover, the occupations 
and mode of living of the patients, with but one 
exception (a nine-year-old Indian girl), were not 
such that frequent contact with infected cattle, or 
other sources, was possible. One feature emphasized 
by the authors in the study of these cases was that 
whenever bony involvement appeared, a longer 
period of treatment was necessary. 

The in-vitro tests corroborated the clinical im- 
pression of varying susceptibility of the different 
strains of actinomyces to sulfadiazine and penicillin. 
If 10 mgm. per hundred cubic centimeters in the 
blood is considered an average good therapeutic 
level for sulfadiazine, and 0.5 unit per cubic centi- 
meter a high therapeutic level for penicillin, it is 
clear that sulfadiazine is the more potent. The gen- 
eral conclusion is drawn that, unless exceptionally 
high concentrations of penicillin are used, this drug 
appears to be slightly inferior to sulfadiazine against 
various strains of actinomyces in vitro, and that both 
penicillin and the sulfonamides are highly effective 
drugs in the treatment of actinomycosis. 

Matatas J. SEIFERT, M.D. 


Howells, L., Hughes, R. R., and Rankin, R: 
Staphylococcus Pyogenes Septicemia Treated 
with Penicillin. Brit. M. J., 1945, 6: gor. 


The authors report 2 cases of staphylococcus 
pyogenes septicemia treated with penicillin. 

The first was a typical case of infective endocardi- 
tis, due to staphylococcus pyogenes, which was 
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treated with penicillin and sulfapyridine. No pri- 
mary focus was found, there being no evidence of 
staphylococcal infection, and no history of any such 
condition. When the patient was first seen the diag- 
nosis was obscured by a subarachnoid hemorrhage 
and a hemiparesis, presumably the results of rupture 
of a mycotic aneurysm. However, on the fifth day 
of the disease the cardiac changes were definite 
enough to venture a clinical diagnosis, which was 
confirmed later by isolation of the organism from the 
blood and cerebrospinal fluid. 

Treatment with penicillin was begun on the fifth 
day, and within fifty-two hours the temperature had 
fallen to normal; 3,020,000 units were given over a 
period of nine days. However, as the patient still 
showed occasional rises of temperature, this was fol- 
lowed by a course of 30 gm. of sulfapyridine. Dur- 
ing the early stages of the illness the patient had 
the usual symptoms of a septicemia; i.e., tempera- 
ture swinging to 102°F., a rapid pulse and respira- 
tory rates, a white blood-cell count up to 23,000 per 
c.mm., and a hemoglobin which fell from 89 per cent 
on the fourth day to 79 per cent on the nineteenth 
day of illness. After treatment of the disease the 
temperature had been normal for twenty-six days, 
the white cell count was 9,300 per c.mm., the hemo- 
globin had risen to 85 per cent, and the blood sedi- 
mentation rate was 0.5 mm. in one hour. One un- 
satisfactory feature was a pulse rate remaining per- 
sistently at the 90 to 100 level despite complete bed- 
rest. 

The embolic phenomena were of particular inter- 
est. On the day after admission to the hospital the 
patient was noted to have signs of slight meningeal 
irritation, and on lumbar puncture his cerebrospinal 
fluid was found to contain 4o red blood cells per 
cubic millimeter. The meningeal signs gradually 
increased in severity, and twenty-four hours later he 
suddenly developed intense neck rigidity and a left 
hemiparesis, and the cerebrospinal fluid contained 
376 red cells per cubic millimeter. The neck rigidity 
gradually subsided during the next week. The hemi- 
paresis was more persistent, but it improved steadily, 
and on discharge all that remained was slight weak- 
ness of the left lower part of the face and minimal 
changes in the reflexes on the left side. 

It seems likely that the patient had an infected 
cerebral embolus which produced a mycotic aneu- 
rysm very early in the course of the disease, leaking 
slightly at first, and later more severely, to produce 
a focal cerebral lesion. Other embolic manifestations 
were a crop of purpuric spots and, later, numerous 
large hemorrhagic vesicles on the toes and feet. 
Osler’s nodes were not seen; there were no retinal 
emboli and no splenic enlargement at any time. 

The renal changes provided some interesting and 
confusing features. At the time of the intracranial 
hemorrhage (the fourth day of the disease) there was 
heavy albuminuria, with granular casts in the urine 
and a blood urea estimated two days later at 80 mgm. 
per 100 c.mm. Such changes are not uncommon with 
acute intracranial conditions such as hemorrhage and 


meningitis, and are apparently not associated with 
renal damage. Together with the mental disturb- 
ance, they raised the possibility of uremia at that 
stage of the illness. The urine was examined for red 
blood cells each day, but none was found until the 
thirteenth day of the disease; by this time the blood 
urea had fallen to 45 mgm. per 100 c.mm., and there 
remained only a trace of albumin together with 
granular casts in the urine. These later changes 
were probably due to an embolic focal nephritis, and 
persisted for some time. 

When questioned about previous heart trouble, 
after the acute phase of the illness was past, the pa- 
tient admitted to an attack of “rheumatism” in 
childhood. This seemed to have left no gross heart 
lesion, as he was able to exercise without undue dis- 
comfort and no heart lesion was discovered at sev- 
eral medical examinations during his naval service. 
On admission to the hospital his heart was clinically 
normal; during the acute stages of the disease it 
rapidly enlarged, various changing murmurs were 
produced, and on the fifth day of the illness the blood 
pressure was 140/60. It was not until the eleventh 
day that an aortic diastolic murmur was heard, and 
the following day his case had the classical features 
of an aortic regurgitation. On consideration of these 
findings it seems possible that there may have been 
some slight rheumatic damage to the aortic valve 
which determined the localization of the septicemia 
in this situation, and that this damage was much 
increased by the present illness. As the septicemic 
condition subsided the heart diminished in size, and 
the murmurs became less intense, but at the time of 
his discharge from the hospital there could be no 
doubt that he had a severe aortic leak. 

In view of the short period of observation, it is 
realized that the result in this case cannot be re- 
garded as an undoubted cure; however, it is most 
encouraging, and penicillin is worthy of trial in other 
cases of this condition. 

The second case was a staphylococcus pyogenes 
septicemia associated with acute tonsillitis. The pa- 
tient’s resistance against the infection was poor, as 
was evidenced by a serious deterioration in his clin- 
ical condition and by the unsatisfactory white blood- 
cell response. Treatment with 12 gm. of sulfanila- 
mide followed by 25 gm. of sulfathiazole failed to 
produce any improvement in the local tonsillar in- 
fection or in the general condition of the patient. 
Penicillin was administered at a critical stage of the 
illness. Within fifty-six hours there was a dramatic 
improvement and, a few days later, a complete and 
uncomplicated recovery. CHARLEs Baron, M.D. 


Grant, F. C.: Epidural Spinal Abscess. J. Am. VM. 
Ass., 1945, 128: 500. 

Epidural infection is most common in the lower 
thoracic and lumbar areas, where the epidural space 
is largest and the veins are most numerous. Usu- 
ally the infection is blood-borne and most often it 
originates from a local, acute infection, such as a fur- 
uncle. The most common organism involved is the 








7 = eh eh FZ en fm OP OE peer mlCUmll Cel 


— 
_—— 


S35 4 





TS 6VlhCU]’ 


mone Oe OO YM eee ee er" 


Oo eh 








MISCELLANEOUS 515 


staphylococcus. Epidural abscess is almost always 
found posterior to the cord. Anterior to the cord, 
the dura is tightly adherent to the bodies of the ver- 
tebrae which makes infection here less likely; how- 
ever, when it does occur the abscess is always well 
localized. The symptoms here are less fulminating, 
pain is rarely severe, and the diagnosis may be dif- 
ficult. 

A review of the literature since the comprehensive 
report of Browder and Meyers in 1937, reveals 55 
cases of epidura! abscess, to which Grant adds 14. 
In 44 of these 69 cases, the infection was acute, and 
19 of the 44 patients were operated upon with com- 
plete recovery, 11 survived the operation but with- 
out improvement, 13 died following operation, and 1 
died without operation. Of these 44 patients, 35 had 
a history of a furuncle or other acute infection im- 
mediately preceding cord involvement. 

Six of the 69 abscesses were subacute, with free pus 
plus dural granulations in the epidural space; 4 pa- 
tients recovered following the operation; 1 survived 
operation without improvement and 1 succumbed 
following the operation. Nineteen cases were chronic 
and presented a solid extradural fibrous mass with- 
out definite macroscopic evidence of infection; 10 of 
the patients recovered completely following laminec- 
tomy; 2 died immediately after operation; and 2 re- 
covered from the operation without return of function. 

These results reveal a marked lowering of the mor- 
tality rate, compared to figures collected in 1937, and 
demonstrate the increased attention given this en- 
tity. Symptoms of acute epidural infection are fairly 
constant. There is generally a history of previous 
acute infection followed in several weeks by severe 
pain in the back or down the legs. A few days fol- 
lowing the onset of pain, paresthesia and, finally, 
paresis develop in the legs, and pass on to complete 
paralysis. Sphincter control is lost early and may be 
complete. The patient is usually quite sick and 
febrile, and has a leucocytosis. The spinal column 
often has an acutely tender area corresponding with 
the upper level of sensory change. Lumbar puncture 
should be done carefully and the epidural space as- 
pirated. Pus in this space would confirm the diag- 
nosis, and every effort should be made to avoid 
penetrating the subarachnoid space through a puru- 
lent epidural collection. Subarachnoid puncture 
would reveal a partial or complete block and conse- 
quent spinal-fluid changes plus a slight polymorpho- 
nuclear pleocytosis. 

Transverse myelitis accompanying epidural ab- 
scess is apparently more the result of interference 
with the blood supply than of direct pressure upon 
the cord. 

Chronic epidural abscess is often indistinguishable 
from extradural spinal-cord tumor, both in the devel- 
opment of symptoms and grossly at operation. Both 
invade the dura, and sharp dissection is necessary for 
their removal, otherwise the dura must be removed 
with the granuloma. 

In Grant’s personal series, 6 cases were acute, 3 
were subacute, and 5 were chronic. Of the patients 


with acute abscess, 2 died following laminectomy. Of 
the 4 who recovered, 2 had a complete recovery, and 
2 were not benefited neurologically. There were no 
operative fatalities in the subacute group and 2 pa- 
tients (of the 3) had satisfactory functional restora- 
tion. Of the 5 with chronic abscesses, 4 survived 
operation and only 1 had a return of motor power in 
the legs with adequate sphincter control. 
Henry A. SHENKIN, M.D. 


Florey, Lady: Systemic Administration of Penicil- 
lin by Absorption from Body Cavities. Lancet, 
Lond., 1945, 248: 748. 


The injection of 120,000 units of penicillin into a 
pleural cavity, after aspiration of an effusion, was 
found to ensure a bacteriostatic concentration of the 
drug in the bloodstream for twenty-four hours or 
more, and 240,000 units produced a similar effect for 
about forty-eight hours. 

The injection of 120,000 units into two intact, but 
infected, knee joints produced the same effect for at 
least thirteen hours in one case and twenty-four 
hours in the other. 

The injection of 120,000 units into the intrathecal 
space of 2 adults, and of its equivalent into the intra- 
thecal space of an infant produced the same effect 
for about fifteen hours. 

The protracted systemic effect due to slow ab- 
sorption does not appear to be exclusively associated 
with serous membranes, but is also associated with 
cavities in the body not lined with such membranes, 
such as abscess cavities. 

The clinical application of these findings has 
already given good results. Joun A. Loer, M.D. 


DUCTLESS GLANDS 


Bartels, E. C.: Thiouracil; Its Use in the Preopera- 
tive Preparation of Patients with Severe Hyper- 
thyroidism. Surg. Clin. N. America, 1945, 25: 645. 

Thiouracil has been used in the preoperative 
management of severely toxic hyperthyroid patients 
at the Lahey Clinic, Boston, Massachusetts, since 

May, 1943. The author reports the results of his 

experience with the first 100 patients who were 

treated preoperatively with thiouracil and under- 
went thyroidectomy. Both types of hyperthyroidism 
were represented in the group. Eighty-one patients 
had primary hyperthyroidism, or Graves’ disease, 
and 19 patients had adenomatous goiter with hyper- 
thyroidism. Eighty-five of the patients were females 
and 15 were males. The ages varied from eleven to 
seventy-seven years, the average age was forty-five 
years, and 44 patients were over fifty years of age. 

The average duration of the hyperthyroidism was 

twenty-four months. The initial basal metabolic 

rate varied from plus 21 per cent to plus 98, the 
average rate being plus 49. Fifty-four patients had 

basal metabolic rates of over plus 45. 

Patients without heart disease were treated as 
outpatients. They spent the first ten days in bed 
resting, after which they were permitted to get up 
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and to gradually increase the time up and about 
until fairly normal activity was established before 
operation. A high caloric diet was urged, with three 
full meals a day and lunches between meals. 
Patients with heart ailments were hospitalized 
for from ten to fourteen days, and during this time 
the usual measures for congestive failure were in- 
stituted, including bed rest, the administration of 
diuretics, and full and maintained digitalization. 
After compensation was restored, the patient was 
discharged and further preoperative treatment car- 
ried on at home. The administration of thiouracil 
was begun in the daily dose of 0.6 gm., 0.2 gm. being 
given at 7a. m., 2p.m.,andgp.m. The full dose 
was continued until the maximum benefit was ob- 
tained; at this point all hyperthyroid manifestations 
subsided, and the basal metabolic rate was normal. 
The operative procedures are described in detail 
and the toxic reactions to thiouracil are discussed. 
The most serious and alarming reaction was the 
development of leucopenia. 
In conclusion, the author notes that thiouracil is 
a most valuable drug in the preoperative manage- 
ment of patients with severe primary hyperthy- 
roidism, or adenomatous goiter with secondary 
hyperthyroidism. The drug must be administered 
until the maximum benefit is obtained and at that 
time operation can be carried out without risk. The 
technical difficulties at operation which occurred in 
patients treated only with thiouracil, have been 
overcome by the added use of Lugol’s solution during 
the three-week period immediately before operation. 
Since thiouracil cannot be given without danger, 
patients must be carefully observed during the pre- 
operative period for any signs of toxicity. The blood 
changes are of greatest potential danger, and fre- 
quent blood tests are imperative to avoid difficulty. 
The true value of thiouracil in hyperthyroidism lies 
in the reduction of the risk of surgical treatment, 
which is still essential in order to terminate hyper- 
thyroidism with greater certainty and greater safety. 
HERBERT F. Tuurston, M.D. 


McGavack, T. H., and Drekter, I. J.: The Behavior 
of Blood Cholesterol in Thyrotoxic Patients 
under Treatment with Thiouracil. /. Lab. Clin. 
M., 1945, 30: 586. 


Fasting-blood cholesterol values above 200 mgm. 
per 100 c.c. were obtained in 11 of 52 patients with 
untreated thyrotoxicosis. The average mean pre- 
treatment basal metabolic rate for these 11 was 
+48.5 per cent. Thyrotoxicosis, therefore, may and 
does occur in the presence of hypercholesterolemia. 

Serial examinations during the treatment of 36 
patients revealed a more or less straight line rela- 
tionship between the percentual elevation of the 
blood cholesterol, and the falling basal metabolic 
rate. 

Under treatment, high values for blood cholesterol 
were obtained in the majority of patients whose 
basal metabolic rates had been reduced to +10 or 
below, and in a considerable number in whom the 


rate was between +10and +15. Clinically, patients 
felt at their best when the basal metabolic rates lay 
between +5 and +15, and high normal values for 
blood cholesterol were present. 

It is suggested that either the basal metabolic rate 
or the cholesterol value, or a combination of the two, 
may be used as a guide for the satisfactory manage- 
ment of thyrotoxicosis with the drug thiouracil. 

SAMUEL Kaun, M.D. 


Fishberg, E. H., and Vorzimer, J.: Thiouracil 
Therapy. J. Am. M. Ass., 1945, 128: 915. 


The authors report their experiences with the use 
of thiouracil in the treatment of 96 patients suffering 
from hyperthyroidism. The dosage was 1 gm. daily 
for three days followed by 0.6 gm. daily until the 
basal metabolic rate dropped to within normal 
limits. All of the patients were ambulatory. 

The initial response to the drug was subjective, 
the patients stating that they felt calmer. The re- 
sults indicated that thiouracil therapy is ideal for the 
reduction of the basal metabolic rate, but it was 
emphasized that the danger of granulopenia and 
agranulocytosis is ever present even though its use 
entails no interruption of occupation and avoids the 
necessity of operation. 

In this series only 4 patients were not benefited. 
These were thyrocardiacs. The authors advocate the 
use of pyridoxine, or vitamin Bg, in prophylactic 
doses of 150 mgm. daily by mouth, or 200 mgm. 
intravenously when a severe drop in the white count 
has taken place. BENJAMIN GOLDMAN, M.D. 


Hurxthal, L. M., Souders, C. R., DePersio, J. D., 
and Musulin, N.: Ten- to Twenty-Year Re- 
sults following Subtotal Thyroidectomy for 
Primary Hyperthyroidism; A Preliminary Re- 
port on 1,016 Patients Operated upon before 
1927. Surg. Clin. N. America, 1945, 25: 651. 


The authors state that subtotal thyroidectomy has 
been, and may continue to be, the most satisfactory 
method of treatment for hyperthyroidism. From 
the simpler operations of pole ligations and hemi- 
thyroidectomy which failed to produce lasting 
benefit, to the removal of a greater part of the gland 
which often left persisting and overactive remnants, 
the operation has been developed to radical subtotal 
removal. The introduction of thiouracil has almost 
eliminated the necessity for stage operations and has 
lowered the mortality. 

The authors studied 1,016 cases of primary hyper- 
thyroidism or Graves’ disease in which operations 
were performed before 1927. They were able to fol- 
low 643 of these for from ten to twenty years. The 
remainder were often seen up to five or six years 
after operation. The results were essentially the 
same in both groups. When first examined, none of 
the patients had recurrent hyperthyroidism follow- 
ing operation elsewhere. Cases of toxic adenomatous 
goiter were not included in this group. 

Subtotal thyroidectomy prior to 1927 was not the 
radical procedure that it is today. A number of pa- 
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tients were operated upon before the introduction of 
Lugol’s solution as a preoperative preparation. Of 
the patients studied, 62.1 per cent had a basal meta- 
bolic rate of over plus 50 per cent on admission to the 
hospital before 1927. Twenty-one per cent of the 
patients, after 1939, had a basal metabolic rate of 
plus 50 or more. These findings suggest that exoph- 
thalmic goiter today, even in view of the effect of 
iodine, is not as severe as formerly. 

Of the 1,016 patients studied, 16 died postopera- 
tively. Three other patients died at home of severe 
hyperthyroidism before returning for their first, 
second, or third operation. Eight others, who had 
persistent or recurrent hyperthyroidism, did not 
live ten years, but it was not known definitely 
whether the hyperthyroidism contributed to their 
death. 

The authors state that the distinction between 
persistent and recurrent hyperthyroidism is difficult 
at times. For purposes of classification, however, a 
patient who shows persistent toxicity three months 
after operation has been considered to have per- 
sistent hyperthyroidism. Patients who had a normal 
metabolic rate at the end of three months and who 
showed no clinical signs of hyperthyroidism were 
then considered as recurrent cases if hyperthy- 
roidism was found subsequently. Before 1927, it was 
the practice of the authors to prescribe 10 drops of 
Lugol’s solution once a day for the first three post- 
operative months. 

The relationship of the amount of thyroid tissue 
removed to the subsequent metabolic rate is demon- 
strated by the authors. Hemithyroidectomy de- 
creases the average metabolism approximately one- 
half, at least for a period of six weeks to two months 
thereafter; total ablation of the thyroid produces 
myxedema. 

The basal metabolic rate obtained at three months 
has some bearing on the time of recurrence of hyper- 
thyroidism, especially on the low metabolic group. 
Those patients who had a metabolic rate of below 10 
per cent developed the rate either because a little too 
radical procedure was carried out or because the 
activity of the thyroid tissue left behind was nor- 
mal or subnormal. Thus, before thyroid hormone 
can be produced in excess of the normal amount, a 
greater length of time will be necessary to develop 
clinical hyperthyroidism, other things being equal. 
Recurrent hyperthyroidism did not develop in any 
of the 8 cases with a metabolic rate of 25 or below. 
This is not always true because occasionally indi- 
viduals who have developed postoperative myx- 
edema subsequently, although not for a period ex- 
tending over several years, showed recurrent hyper- 
thyroidism. 

The greater percentage of recurrence or persis- 
tence occurred in patients with the highest metabolic 
rates. This would indicate that the underlying 
cause of hyperthyroidism is operating with greater 
than the average drive, and since subtotal thyroidec- 
tomy probably does not remove the cause, the ten- 
dency to develop the recurrence is greater. 


The authors state that it has been their policy to 
give patients with persistent or recurrent hyper- 
thyroidism a trial of Lugol’s solution if they are not 
severely toxic. This diminishes the output of the 
thyroid hormone and in many instances brings the 
metabolic rate to normal. In spite of iodine, some 
people continue to be thyrotoxic and then subtotal 
thyroidectomy is advised by the authors. In other 
cases iodine controlled the condition for only a vari- 
able period of time until clinical toxicity finally ap- 
peared, suggesting an intensification of the under- 
lying cause. 

For those patients in whom reoperation was not 
considered advisable and iodine did not completely 
control the symptoms, roentgen therapy was used. 
More recently thiouracil has been used in recurrent 
or persistent cases, with the exception of those not 
under the direct observation of the authors. Im- 
provement in well-being of the patient was noted 
when thiouracil was substituted for the Lugol’s 
solution. 

There is a small group of individuals who continue 
to develop hyperthyroidism even though tem- 
porarily controlled by surgical removal, iodine, or 
x-rays. In these, it would seem necessary to produce 
myxedema in order to prevent a recurrence. Roent- 
gen treatment has not been permanently successful 
unless at least from 12 to 18 treatments of 300 roent- 
gens each have been used, and in some instances 
recurrence has taken place even though patients had 
myxedema for some time. 

In conclusion, the authors note that in 589 living 
patients followed up, the results were considered ex- 
cellent in 386, good in 139, fair in 38, and poor in 26 
to the end of the follow-up. 

HERBERT F, Tourston, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Atwater, J.S., and Bargen, J.A.: The Pathogenesis 
of Intestinal Polyps. Gastroenterology, 1945, 4: 
395- 


A study of 241 colons at autopsy at the Mayo 
Clinic during the period between October, 1942 and 
February, 1943 was made as follows: 

Each colon was fixed in a modified Kaiserling No. 
1 solution for a few days, and studied by means of a 
hand lens. Tissues which appeared to be abnormal 
were taken and placed in 10 per cent formalin; serial 
sections were cut in several instances. The sections 


. were divided into the following groups: 


1. Those in which no abnormalities were seen 
either grossly or microscopically; these were labeled 
“controls” 

2. “Impure controls,” sections lying adjacent or 
distant to polyps found in the colons 

3. Sections displaying polyps, divided into benign 
and malignant groups 

Any structure protruding in abnormal fashion 
above the normal mucosa, sessile or pedunculated, 
and being of a glandular character, was considered 
a polyp. Fibromas, hemangiomas, myxomas, lym- 
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phangiomas, lipomas, and other benign tumors were 
excluded. No cases of congenital polyposis were 
included. Tissues of newborn infants, and of ninety- 
year-old patients were included. 

Polyps were found in 69 per cent of the cases, 
which is a much higher incidence than that noted in 
other reports, the range,being from 2.37 to 6 per cent 
of all cases; also, the incidence of lesions seemed to 
be the same in both males and females. Solitary 
growths occurred in 21 per cent of the cases with 
malignant polyps, multiple growths (from 2 to 6) in 
63 per cent, and disseminated growths in the remain- 
ing 16 percent Fifty-seven per cent of the malig- 
nant polyps and gr per cent of the benign polyps 
were sessile. In the cases with benign polyps, the in- 
cidence of solitary growths was greater. 

In these studies, it was possible to trace the path- 
ogenesis of intestinal polyps from the earliest epithe- 
lial change to frank carcinoma, and it is therefore 
believed that polyps are formed through epithelial 
change. The etiological factors are unknown. Lym- 
phoid structures seemed to play only a casual role in 
the pathogenesis of intestinal polyps and occurred 
in from 13 to 17 per cent of all cases of polyposis 
in this series. 

The polyps presented a gradual series of changes, 
as follows: 

First, all of the polyps showed thickening of the 

mucosa, because of elongation of the crypts of Lie- 
berkuehn. The degree of ramification seemed to be 
related to the degree of malignancy. These changes 
did not extend from the muscularis mucosa, but oc- 
curred as branching in 65 per cent of the malignant 
0lyps. 
- sae the cellular character changed progres- 
sively from that of normal controls, through that of 
benign to that of malignant polyps. The cells be- 
came more irregular, decreased in height, and grad- 
ually became cuboidal-type cells. These cells be- 
came piled in layers, in a disorderly fashion, and 
cell nuclei showing mitoses became more frequent. 
The cell nucleus normally is in a position of close 
approximation to the basal-cell membrane, but as 
more malignant changes occurred, the nuclear po- 
larity was lost and more nuclei were found elevated 
from the basement membrane. The chromatin con- 
tent increased in many cells, and the shapes of the 
cells became more anaplastic and bizarre in charac- 
ter as malignancy developed. In malignant changes 
the basement membrane is lost, and displacement of 
the glandular cells into the subepithelial tissues was 
seen. The more marked changes of malignancy weré 
seen on the luminal surface. 

Third, the production of mucus decreased in sim- 
ilar fashion, as correlated by Galantha mucin stain, 
as well as by hematoxylin-eosin methods. 

Fourth, the ability of the cells to show deeper 
staining properties was increased. 

The process of polyp formation seems to begin as 
an epithelial proliferation, or as hyperplasia with 
normal physical and physicochemical functions, and 
to end as an uncontrolled disorderly growth exhibit- 


ing loss of physicochemical function and loss of nor- 
mal physicalappearance. Jay P. BartLetr, M.D. 


Stout, A. P.: Gastric Mucosal Atrophy and Carci- 
noma of the Stomach. N. York State J. M., 1945, 
45: 973- 

There are two opposing schools of thought as to 
the relationship of chronic gastritis, especially what 
is usually called chronic atrophic gastritis, to carci- 
noma of the stomach. While some authors have 
come to the conclusion that chronic gastritis is a 
definite precancerous lesion, others maintain that 
there is no evidence to suggest an etiological relation- 
ship other than that chronic atrophic gastritis may 
be caused or intensified by the presence of carcinoma 
in the stomach. 

In the laboratory of surgical pathology at Columbia 
University, New York, N. Y., the authors studied 
multiple sections from 150 stomachs—s5o with gas- 
tric carcinoma, 50 with gastric ulcer, and 50 without 
gastric ulcer or carcinoma which were removed be- 
cause of duodenal ulcer. It seemed worth while to 
study this material to see if any further information 
could be elicited which would be of value in deciding 
whether or not morphological changes in the gastric 
mucosa can be regarded as precancerous. Three 
histological features were selected for special analy- 
sis. These were: (1) the transformation of the gastric 
mucosa into a mucosa of the intestinal type, which is 
commonly called intestinal metaplasia; (2) a loss of 
the characteristic gastric glands with their chief and 
parietal cells in the fundic portion of the stomach and 
their replacement by a mucosal pattern characteris- 
tic of the pylorus and antrum, which for convenience 
may be referred to as pylorization of the fundus; and 
(3) the development of microscopic mucosal cysts. 

The results of the study confirm the findings of 
others that mucosal atrophy may appear as early as 
the third decade and is found with ever increasing 
frequency and extent in the succeeding decades of 
life. Moreover, in comparable groups of stomachs, 
mucosal atrophy is found in a larger number and 
tends to be more widespread in those with cancer 
than in those without cancer. However, when one 
tries to find actual progression from altered mucosal 
glands, be they of the gastric or the intestinal type, 
cystic or not, distorted or regular, it is realized that 
it is impossible to tell, when there is juxtaposition of 
the carcinoma and the mucosal gland, whether the 
carcinoma is invading the gland or developing from 
its epithelial cells. Further, it can be stated that in 
some stomachs with carcinomas, multiple sections 
from various areas fail to show any epithelial changes 
at all, while in others only minimal changes are 
found. 

It would seem, therefore, that while atrophy of 
the gastric mucosal epithelium and cyst formation 
are present to a greater degree and in larger number 
in stomachs with carcinomas than in comparable 
stomachs without carcinomas, the exact relationship 
between these two conditions remains undetermined 

JosepH K. Narat, M.D. 
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Stofer, B. E.: Carcinoma Derived from Adult Semi- 
niferous Epithelium; a Review of the Litera- 
ture and Report of a Case. Arch. Path., Chic., 
1945, 40: 68. 


The author presents a case report of a tumor of the 
testicle arising from adult seminiferous epithelium. 
He has culled 8 similar cases from the literature. 

The case reported exhibits some features not pre- 
viously described. The metastases in the thigh are 
unique. Likewise no pulmonary metastases have 
been mentioned previously. The congenital absence 
of the right kidney and ureter in this case is of 
interest, although its exact significance is uncertain. 

Unfortunately, already there are several names 
applied to this group of testicular tumors. Clinical 
and histological features, and a review of the termi- 
nology and of the position of this group of tumors in 
the newer classifications of testicular tumors suggest 
that the term “‘adult seminoma” should be given to 
it. JosEepH GASTER, M.D. 


Tomlinson, W. J., and Wilson, L. A., Jr.: The Inci- 
dence of Malignant Tumors in British West 
Indian and Panamanian Negro Autopsies. 
Cancer Res., 1945, 5: 368. 


As a result of unique local circumstances in the 
Canal Zone, the study of the autopsies of the 
British West Indians and the Panamanian Negroes 
represents a reliable cross section of the pathological 
findings in these people dying at all ages in this area. 
In 339 (13.29 per cent) of 2,553 individuals ten or 
more years of age malignant tumors had occurred. 
Among the 1,839 males there were 238 cases (12.9 
per cent) and among the 714 females there were 1o1 
cases (14.1 per cent). Carcinoma was five times as 
frequent as sarcoma and other malignant tumors. 
In this series of autopsies the malignant tumors 
showed essential similarity as to sex and age of the 
patients to those in other reports. 

Additional support is presented for the belief that 
malignant tumors as a group tend to occur less fre- 
quently in negroes than in the white race even when 
living in environments different from those in the 
United States. WaLtterR H. Napter, M.D. 


EXPERIMENTAL SURGERY 


Carlton, L. M. Jr., Rasmussen, R. A., and Adams, 
W.E.: Blast Injury of the Lung. Surgery, 1945, 
17: 786. 

The authors point out that fatalities following 
blast injuries have often failed to show pathological 
findings of sufficient degree to account for death. 
Some patients seem to have died from pulmonary 
hemorrhage, some from cerebral or cardiac injuries, 
and some from air embolism. 

This article records the findings in a well planned 
experiment aimed at discovering the cause of death 
following exposure to increased intrabronchial pres- 
sure produced by single or multiple blasts of air. In 
15 of a group of 18 experimental dogs, coronary air 
embolism was found. 


It is suggested that in the cases of patients who 
have died immediately following blast injury, coro- 
nary air embolism should be kept in mind as a 
possible cuase of death. Davin H. Lynn, M.D. 


Gregory, R., Ewing, P. L., and Levine, H.: Azotemia 

Associated with Gastrointestinal Hemor- 

rhage; An Experimental Etiological Study. 
Arch. Int. M., 1945, 75: 381. 


It is well established that an elevation of the ni- 
trogen content of the blood may be associated with 
gastroenteric bleeding. Opinions concerning the 
pathogenesis of this condition, however, are not in 
agreement. Therefore the problem was investigated 
again, experimentally. 

Azotemia, associated with gastrointestinal hemor- 
rhage, was studied by estimating the effects on the 
blood urea nitrogen of lowering the blood pressure by 
bleeding, of feeding dog’s blood with a stomach tube, 
of anemia, of withholding water, and of combina- 
tions of these, in 62 experiments on dogs. 

Systolic blood pressures of from 70 to 80 mm. of 
mercury resulted in rises of the blood urea nitrogen 
to from 25 to 40 mgm. per 100 c.c. Blood given with 
the stomach tube raised the blood-urea-nitrogen 
levels to from 25 to 30 mgm. per 100 c.c. The rise 
and fall of the blood urea initrogen due to ingested 
blood was faster than that due to low blood pressure. 
Severe anemia due to hemorrhage did not produce 
azotemia. The combined effect of low blood pressure 
and blood given by stomach tube produced rapid 
rises of the blood urea nitrogen (characteristic of the 
latter), rises of longer duration (characteristic of the 
former), and higher levels than would be expected 
from either alone. 

Urea clearance was not diminished in dogs which 
were given blood by means of the stomach tube. 
Falls in urea clearance occurred in every dog in which 
there was a significant fall in the blood pressure, and 
an elevation of the blood urea nitrogen. Values of 
urea clearance and of blood urea nitrogen in dogs with 
different intakes of water indicate that dehydration 
may contribute to azotemia associated with gastro- 
intestinal bleeding. 

Azotemia associated with gastrointestinal bleeding 
may be due to decreased renal function, to low blood 
pressure and dehydration, or to absorption of di- 
gested blood proteins. Anemia is not a factor. Ab- 
sorption of digested blood from the gastrointestinal 
tract does not decrease renal function. 

SAMUEL Kaun, M.D. 


Blackwood, W., and Russell, H.: Further Experi- 
ments in the Study of Immersion Foot. Edin- 
burgh M. J., 1945, 52: 160. 


The present group of experiments and the authors’ 
previous study have shown that the tissues in the 
rat’s tail most directly affected by exposure to cold 
and wet are the nerves and striped muscles. These 
tissues degenerate to an extent which depends upon 
the duration of exposure. The damaged nerves re- 
generate, the axis cylinders first growing down and 
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then becoming myelinated. The damaged muscle 
fibers also regenerate but fail to regain full histo- 
logical normality unless they manage to make con- 
tact with motor nerves. The extent to which this 
successful contact is made is very great in some 
cases, the the remarkable degree to which some of 
these muscles and nerves recover is due, no doubt, 
to the initial escape from damage of the neurilemma 
and the sarcolemma, so that there is no serious 
mechanical obstruction to regeneration. 

It is perhaps well to remember that the tail of the 
rat is very well supplied with arteriovenous anas- 
tomoses and may therefore be more able to recover 
rapidly from spells of cooling than the limbs of man. 

JoserH GAsTER, M.D. 


Abbott, W. E., and Meyer, F. L.: Metabolic Alter- 
ations following Thermal Burns. The Effect of 
Treatment with Whole Blood and an Electro- 
lyte Solution, or with Plasma, following an 
Experimental Burn. Surgery, 1945, 17: 794. 

The authors undertook this study in order to 
further clarify the metabolism of salt and water in 
burned animals, and to determine whether the 
anemia which occurs during the convalescent phase 
could be prevented. The authors determined the 


effect of treatment with plasma or with whole blood 
and salt solution orally on plasma volume, hemat- 
ocrit, red blood cell mass, total circulating plasma 
protein, and albumin. 

While the animals treated with plasma exhibited 
a slightly larger increase in their plasma volumes 
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than did the control animals, the number studied 
was not sufficient to prove this point. Since the 
magnitude of the plasma volume is not dependent 
solely on the amount of protein present, but rather, 
as has been previously stated, on numerous other 
factors, the authors believe that the various changes 
encountered are not dependent alone upon the type 
of therapy employed but upon the following factors: 
(1) the extent and depth of the burn; (2) the time of 
instituting therapy; (3) the size of the treated sub- 
ject, and the extent and consistency of the therapy; 
(4) the individual function of the cardiovascular 
system and kidneys; and (5) the time of observa- 
tion after the injury. 

With whole blood given intravenously (amounts 
equaling up to 5 per cent of the body weight) during 
the shock phase, the anemia that is encountered 
during the convalescent period of burned animals or 
patients has been ameliorated or prevented. 

When a salt solution is given by mouth and 
whole blood intravenously, during the shock phase 
following a burn, undue hemoconcentration is not 
encountered and recovery is satisfactory. 

Inasmuch as burned animals and patients usually 
show a marked retention of water during the post- 
shock period, the fall in the plasma protein, chloride, 
and sodium concentrations often does not indicate a 
deficiency of these elements but rather a dilution of 
them. The decrease noted in the plasma albumin 
concentration is due not only to dilution but also to 
an actual decrease as shown by the fall in the total 
circulating plasma albumin. Josepu Gaster, M.D. 











